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PREFACE. 


I  HAVE  written  this  book  for  the  medical  student.  I 
have  attempted  to  present  the  best  teaching  of  modem 
gynecology,  untrammelled  by  antiquated  theories  or 
methods  of  treatment.  I  have,  in  most  instances,  recom- 
mended but  one  plan  of  treatment  for  each  disease,  hop- 
ing in  this  way  to  avoid  confusing  the  student  or  the 
physician  who  consults  the  book  for  practical  guidance. 
I  have,  as  a  rule,  omitted  all  facts  of  anatomy,  phys- 
iolog\',  and  pathology  which  may  be  found  in  the  gen- 
eral text-books  upon  these  subjects.  Such  facts  have 
been  mentioned  in  detail  only  when  it  seemed  important 
for  the  elucidation  of  the  subject,  or  when  there  were 
certain  points  in  the  pathology  that  were  peculiar  to  the 
diseases  under  consideration.  I  am  indebted  to  Dr.  H. 
D.  Beyea  for  several  pathological  drawings,  and  to  Dr. 
\Vm.  R.  Nicholson  for  the  preparation  of  the  Index. 

CHAS.   B.  PENROSE. 

133 1  Spruce  Street,  Philadelphia, 
July,  1897. 
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CHAPTER    I. 
THE  GENERAL  CAUSES  OF   DISEASES   OF  WOMEN. 

GynecolcXtY  is  the  study  of  diseases  peculiar  to 
women.  As  woman  possesses  organs  which  man  has 
not,  and  as  the  parts — physiological  and  social — that 
she  plays  in  life  differ  from  those  played  by  man,  we 
should  expect  to  find  her  afflicted  with  a  certain  num- 
ber of  diseases,  peculiar  to  her,  which  are  dependent 
upon  her  anatomy,  physiology,  and  mode  of  life.  Such 
diseases  occur  in  barbarous  as  well  as  in  civilized 
women;  and  similar  diseases,  peculiar  to  the  female, 
occur  in  the  lower  animals.  Thus,  in  the  cow  and  the 
mare  we  find  tumors  of  the  vagina,  prolapse  of  the  vagina 
and  uterus,  fibroid  tumors,  sarcoma  and  cancer  of  the 
uterus,  and  some  forms  of  ovarian  cysts.  Cysts  of  the 
tubes  and  the  ovaries  are  exceedingly  common  in  old 
mares;  cats  and  goats  are  similarly  affected. 

From  a  pathological  point  of  view,  however,  the  civil- 
ized woman  unfortunately  differs  from  her  barbarous 
sister,  and  from  the  female  of  the  lower  animals,  in  many 
important  particulars.  She  is  more  liable  to  the  patho- 
logical conditions  which,  more  or  less,  all  females  have 
in  common.  These  conditions  appear  in  a  more  severe 
form,  and  are  followed  by  more  disastrous  results,  in 
the  civilized  than  in  the  barbarous  state. 

The    female   among   the    lower   animals    and    among 
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savages  seems  to  be  about  equal  in  proportionate 
strength  and  physical  endurance  to  the  male,  though 
in  size  and  in  gross  muscular  strength  she  may  be  his 
inferior.  Her  subordinate  position  is  often  due  not  so 
much  to  any  difference  in  strength  as  to  the  fact  that 
the  male  possesses  weapons — as  the  horns  of  the  deer 
— with  which  nature  has  not  endowed  the  female;  and 
though  she  is  liable  to  more  diseases  than  the  male, 
yet  her  relative  position  does  not  seem  to  be  materially 
altered  by  this  fact.  The  bitch  is  as  enduring  as  the 
dog.  .  The  female  grizzly  is  as  ferocious  and  as  danger- 
ous as  the  male.  The  mare  is  as  fast  as  the  horse. 
The  squaw  among  the  American  Indians  can  lift  and 
carry  burdens  which  the  lazy  buck  would  not  attempt. 

How  different  it  is  with  the  civilized  woman,  as  we 
know  her  in  this  country!  The  average  healthy  woman 
in  this  country  is  very  much  inferior  in  physical  strength 
and  endurance  to  the  average  man,  and  this  inferiority 
is  tremendously  increased  when  she  becomes  sick  from 
any  of  the  diseases  to  which  her  sex  is  liable. 

The  increased  liabilitv  of  the  civilized  woman  to  dis- 
ease  is  in  a  large  measure  due  to  her  poor  physique. 
But  this  is  not  all. 

The  causes  of  nianv  of  the  diseases  with  which  the 
gynecologist  has  to  deal  cannot  be  traced  so  easily. 

Fibroid  tumors  of  the  uterus,  which  are  so  common 
among  the  colored  women  of  this  country,  are  said  by 
Tait  to  be  unknown  among  their  African  cousins,  who 
are  removed  by  but  a  few  generations. 

The  most  connnon  causes  of  diseases  of  women  are 
injuries  received  during  parturition;  sepsis;  venereal  dis- 
eases; errors  of  development;  improper  mode  of  life  and 
clothing  during  the  period  of  development;  neglect  dur- 
ing menstruation;  and  celibacy. 

The  results  of  the  injuries  received  during  parturition 
are  most  numerous.  They  may  appear  immediately,  a 
short  time  after  labor,  or  at  some  remote  period.  The 
disabilities   attending    laceration  through  the   sphincter 
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ani  or  a  recto-vaginal  or  vesico-vaginal  fistula  appear 
before  the  mother  leaves  her  bed.  The  sufiering  from 
a  laceration  of  the  cervix,  a  subinvolution  of  the  uterus, 
or  a  retrodisplacement  may  not  be  felt  for  some  weeks 
or  months  after  labor;  while  the  still  more  remote  re- 
sult, the  development  of  cancer,  may  not  appear  for 
many  years,  though  it  can  be  positively  traced  to  the 
lesion  in  the  cervix  as  the  primary  cause. 

Septic  infection  of  the  genital  tract  kills  or  makes 
invalids  of  many  women.  The  infection  occurs  at  the 
time  of  a  miscarriage  or  of  a  normal  labor,  or  it  may  be 
acquired  from  the  dirty  instruments  or  the  dirty  hands 
of  a  physician.  It  is  not  a  cause  of  disease  among  civil- 
ized women  alone,  but  occurs  among  barbarous  and 
semi-barbarous  races. 

Venereal  disease,  especially  gonorrhea,  has  been  said 
to  be  the  most  common  cause  of  disease  among  women. 
The  disease  extends  from  the  external  genitals  through 
the  uterus  and  Fallopian  tubes,  causing  sterility,  chronic 
invalidism,  and  death  from  peritonitis. 

Errors  of  development  are  frequent  causes  of  disease 
and  suffering  among  women.  Atresia  of  the  vagina  or 
of  the  cervix  uteri,  by  causing  retention  of  the  uterine 
discharges,  produces  most  serious  pathological  conditions. 
Arrested  development  of  the  whole  or  of  part  of  the 
uterus  is  a  common  cause  of  disease. 

Improper  clothing  and  an  improper  mode  of  life  dur- 
ing; the  period  of  development  are  most  fertile  sources  of 
diseases  of  women.  Clothing  which  contracts  the  waist, 
as  well  as  clothing  which,  though  not  unduly  tight  in 
the  inactive  state,  yet  interferes  with  abdominal  respira- 
tion during  activity,  is  most  injurious.  Such  clothing 
diminishes  the  capacity  of  inspiration  by  restricting  ab- 
dominal expansion,  and  thus  crowds  down  the  pelvic 
organs  toward  the  pelvic  floor;  and  the  continuous  sup- 
port to  the  abdominal  walls  diminishes  their  natural 
muscular  strength  and  places  the  woman  in  a  condition 
predisposing  to  the  various  displacements  of  the  uterus. 
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An  improper  mode  of  life,  irregular  hours  for  sleeping 
and  eating,  insufficient  exercise,  and  lack  of  fresh  air  and 
sun,  resulting  in  poor  muscular  development,  seem  to 
predispose  the  woman,  as  the  man,  to  a  variety  of  patho- 
logical conditions;  but  as  the  reproductive  apparatus  in 
woman  is  more  delicately  organized,  and  as,  during  the 
period  of  active  life,  this  is  really  her  chief  part,  it  more 
especially  suffers  as  a  result  of  any  general  systemic 
derangement. 

Neglect  during  menstruation,  especially  in  the  young 
girl,  is  a  frequent  cause  of  subsequent  suffering.  The 
effect  of  menstruation  upon  the  whole  system  is  remark- 
able. The  nervous,  vascular,  and  digestive  systems  all 
share  in  the  menstrual  function.  The  usual  work  of  the 
girl  at  school  or  other  employment  should  be  altered  to 
suit  the  altered  conditions  of  her  body  at  the  menstrual 
period.  Long  school  hours  and  close  mental  application 
or  active  exercise  are  too  often  continued  at  this  time. 

Celibacy  is  an  unnatural  state  and  a  common  cause  of 
disease.  Certain  forms  of  fibroid  tumors  of  the  uterus 
are  more  common  in  single  than  in  married  women,  and 
more  coinmon  in  sterile  than  in  childbearing  women. 
And  the  painful  cirrhotic  ovaries  of  the  old  maid  are  the 
result  of  the  unceasing  menstrual  congestions  never 
relieved  by  pregnancy  and  lactation. 


CHAPTER    II. 
METHODS  OF  EXAMINATION. 

Ix  order  to  make  a  complete  gynecological  examina- 
tion, we  must  examine  the  abdomen,  the  external  organs 
<>f  generation,  and  the  pelvic  structures. 

lamination  of  the  Abdomen. — In  order  to  make 
^  perfectly  satisfactory  examination  of  the  abdomen,  the 
woman  should  be  in  bed,  with  all  clothing  removed  ex- 
cept the  undershirt  and  the  night-dress,  which  should  be 
drawn  well  up  above  the  costal  margin.  Examination 
niade  with  any  constricting  clothing  about  the  waist  or 
sbout  the  lower  thorax  is  most  unsatisfactorv. 

The  abdomen  is  examined  by  inspection,  palpation, 
percussion,   and  auscultation. 

The  woman  should   lie  flat  upon   her  back,   and   the 
abdomen  should  be  thoroughly  exposed.     We  can  then 
determine  by  inspection  the  presence  of  dilated  veins  or 
of  lineae  albicantes,   the  general  size  and  form   of  the 
abdomen,   the  occurrence  of  any  abdominal  movement, 
and  the  presence  of  any  asymmetry  in   the  abdominal 
contour,  such  as  would  be  made  by  the  bulge  of  a  tumor 
or  the  displacement  of  an  abdominal  organ.     The  shape 
of  the  abdomen,  even  though  symmetrical,  is  often  diag- 
nostic of  certain  intra-abdominal  conditions.     Thus,  an 
abdominal  enlargement  that  is  due  merely  to  fat  presents 
a  different  contour  from  the  enlargement  caused  by  tym- 
panitic distention  of  the  intestine.    The  enlargement  due 
to  ascites,  or  free  fluid  in  the  peritoneum,  differs  in  con- 
tour from  that  caused  bv  an  encvsted  collection  of  fluid. 
It  should  be  remembered  that  lineoe  albicantes  are  not 
always  the  result  of  pregnancy,  but  that  they  may  have 
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been  caused  by  distention  of  the  abdomen  from  some 
other  cause. 

Palpation, — We  can  determine  most  by  palpation  of 
the  abdomen.  The  examiner  should  always  remember 
that  it  is  most  important  to  secure  the  patient's  con- 
fidence, and  to  proceed  so  gently,  slowly,  and  gradually 
in  performing  palpation  that  no  voluntary  or  reflex  con- 
traction of  the  abdominal  muscles  may  impede  his  ma- 
nipulations. 

In  cases  in  which  there  is  a  sore  or  tender  spot  within 
the  abdomen  the  contraction  of  the  recti  muscles  may  be 
altogether  involuntary,  persisting  even  when  the  patient 
is  anesthetized.  We  see  this  in  the  rigid  right  rectus 
muscle  of  appendicitis.  The  hands  should  be  warmed, 
and  palpation  should  be  performed  with  both  hands.  A 
certain  amount  of  gentle  stroking  or  massage  of  the 
abdomen  will  secure  the  patient's  confidence  by  making 
her  feel  that  she  will  not  be  hurt  by  any  sudden  violent 
pressure,  and  will  also  prevent  reflex  contraction  of  the 
muscles.  By  proceeding  in  this  way,  slowly,  the  exam- 
iner can  palpate  the  whole  of  the  abdominal  surface, 
exploring  first  the  structures  lying  most  anterior,  and 
then,  pressing  the  fingers  more  deeply,  he  can  examine 
the  more  posterior  structures. 

Fluctuation  in  an  encysted  fluid  accumulation  is  gen- 
erally readily  determined.  While  one  hand  is  placed 
against  one  side  of  the  fluid  mass  and  the  opposite  side 
is  percussed  by  the  fingers  of  the  other  hand,  the  wave 
of  fluctuation  is  easily  felt.  Sometimes  a  thrill  or  a  false 
wave  of  fluctuation  is  observed  in  the  subcutaneous  fat 
of  obese  women.  This  disturbing  element  may,  how- 
ever, be  eliminated  by  an  assistant  pressing  the  ulnar 
edge  of  his  hand  in  the  median  line  upon  the  abdominal 
surface,  thus  stopping  the  fat  wave  of  fluctuation. 

Special  organs  in  the  abdomen  sometimes  require 
special  methods  of  examination.  It  is  very  often  neces- 
sary for  the  gynecologist  to  examine  the  kidneys,  because 
many  women  have  movable  or  floating  kidneys,  and  the 
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nen'ous,  gastric,  and  abdominal  symptoms  may  be  due 
to  this  condition.      The  presence  of  a  floating  kidney 
may  often  be  determined  by  inspection;  the  presence  of  a 
movable  kidney,  however,  must  be  determined  by  palpa- 
tion.   This  should  be  performed  with  the  woman  in  the 
sitting,  or  standing,  erect  posture;   or  sitting  upon  the 
edge  of  a  chair,  with  the  body  inclined  somewhat  for- 
ward and  the  hands  upon  the  knees;  or  lying  upon  a  bed, 
on  the  side  opposite  the  kidney  that  is  being  examined. 
One  hand  should  be  placed  over  the  lumbar  muscles;  the 
other  hand  should  be  placed  upon  the  anterior  abdominal 
wall  immediately  below  the  costal  margin,  and  should 
be  pressed  backward.     If  the  kidney  lies  below  its  nor- 
mal position,  it  may  in  this  way  be  brought  between  the 
two  hands,  and  can  be  felt  to  glide  upward  as  the  hands 
are  pressed  together.     In  case  a  movable  kidney  cannot 
readily  be  found,  because   it  may  have  returned  to  its 
normal  position,  it  may  often  be  brought  down  again  if 
the  woman  is  made  to  cough. 

In  a  thin  woman  the  vermiform  appendix  may  some- 
times be  felt  through  the  abdominal  wall;  and  in  cases 
of  pain  and  inflammation  in  the  right  iliac  region  it  is 
sometimes  important  to  determine  whether  or  not  the 
trouble  has  started  in  the  vermiform  appendix  or  in  the 
Fallopian  tube.  In  order  to  palpate  the  vermiform  ap- 
pendix the  examiner  should  stand  upon  the  right  side 
of  the  woman,  who  is  lying  upon  her  back,  and  should 
place  the  tips  of  the  fingers  of  the  right  hand  at  about 
the  junction  of  the  upper  and  middle  thirds  of  a  line 
drawn  from  the  middle  of  Poupart's  ligament  to  the  um- 
bilicus. By  pressing  backward  firmly  and  gently,  pul- 
sations of  the  right  common  iliac  artery  may  be  felt ; 
and  then  by  drawing  the  hand  directly  outward  it  will 
pass  over  the  different  structures  in  this  region  lying 
between  the  palpating  hand  and  the  posterior  abdom- 
inal wall.  The  appendix  may  often  be  felt,  especially 
if  it  is  indurated  by  inflammation. 

Percussion  of  the  abdomen   should  be  performed  with 
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the  woman  in  the  dorsal  position;  though,  if  the  exam- 
iner suspects  the  presence  of  free  fluid  in  the  peritoneum, 
or  ascites,  much  may  be  learned  by  percussing  in  differ- 
ent positions  and  noting  the  accompanying  changes  in 
the  percussion-note. 

Percussion  should  then  be  performed  with  the  woman 
upon  her  back,  upon  the  right  side,  upon  the  left  side, 
sitting  up,  and  upon  the  hands  and  knees.  An  encysted 
fluid  accumulation  will  give  practically  the  same  result 
in  percussion  in  all  positions,  while  free  fluid  will  gravi- 
tate to  the  most  dependent  portion. 

Auscultation  of  the  abdomen  is  best  performed  with 
the  stethoscope.  By  it  we  may  hear  fetal  heart-sounds, 
uterine  souffle,  placental  bruit,  peritoneal  friction  sounds, 
and  the  peristaltic  sounds  of  the  intestinal  tract.  All 
of  these  sounds  are  of  importance,  and  the  presence  or 
absence  of  any  of  them  may  have  an  important  bearing 
upon  the  diagnosis  of  the  case. 

Bxamination  of  External  Genitals  and  Pelvic 
Structures. — To  examine  tlie  external  organs  of  genera- 
tion and  the  pelvic  viscera  the  woman  should  be  placed 
upon  a  table.  In  some  cases  the  physician  may  be 
obliged,  for  want  of  proper  facilities  or  on  account  of 
the  physical  condition  of  the  patient,  to  make  his  ex- 
amination upon  a  bed.  Such  an  examination,  however, 
is  never  so  satisfactory  or  so  thorough  as  the  examina- 
tion made  with  the  woman  upon  the  examining-table. 
A  great  number  of  gynecological  tables  have  been  intro- 
duced. The  one  which  seems  to  the  writer  the  best,  on 
account  of  its  simplicity  and  the  perfect  relaxation  of 
the  abdominal  muscles  furnished  by  it,  is  shown  in  the 
accompanying  illustration  (Fig.  i).  It  is  a  plain  wooden 
table,  at  the  foot  of  which  are  attached  the  upright  sup- 
ports for  holding  the  stirrups  for  the  feet,  such  as  have 
been  devised  by  Dr.  Edebohls.  By  this  arrangement  the 
feet  and  legs  are  supported  without  any  effort  on  the  part 
of  the  woman;  when  the  buttocks  are  drawn  well  down 
to  the  foot  of  the  table  there  is  a  certain  amount  of  flexion 
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of  the  pelvis  upon  the  trunk,  aud  the  most  complete 
allainnble  relaxation  of  the  abdominal  muscles  is  secured. 
When  the  woman  has  been  placed  in  this  position  the 
examiner  should  investigate  thoroughly,  and  in  order,  the 
followiug  structures:  The  anus,  the  perineum,  the  labia 
inajora,  the  nymphae,  the 
fourchctte,  the  orifices  of 
the  ducts  of  the  vulvo- 
vaginal glands,  the  hymen 
or  its  remains,  the  vestibule 
and  the  snialt  glands  of  the 
veslibulc,  the  external  uri- 
nan'  meatus,  and  the  clit- 
oris. 

To  determine  any  patho- 
logical condition  of  these 
struct iires  it  is  necessary 
'hat  the  physician  should 
be  familiar  with  the  appear- 
ance in  the  normal  woman, 
and  [o  gain  such  essential 
knowledge  we  should  avail 
ourselves  of  every  opportu- 
nity offered  to  make  a  criti- 
cal examination  of  the  external  genitals  of  women,  going 
over  all  the  different  structures  in  order. 

Vaginal  and  Bimanual  Bxamination.^Having  ex- 
amined and  noted  the  condition  of  the  external  genitals, 
the  physician  shonld  next  proceed  to  examine  the  va- 
gina. The  index  finger  of  the  right  or  the  left  hand 
should  be  gently  introduced  into  the  vagina.  The  con- 
ditiou  of  the  vaginal  walls,  and  the  direction,  consist- 
encj-,  form,  etc.  of  the  vaginal  cervix,  may  be  deter- 
mined. The  shape  and  size  of  the  os  uteri  should  be  noted. 
The  ulnar  edge  and  the  tips  of  the  fingers  of  the  other 
hand  shonld  then  be  placed  upoh  the  abdomen,  immedi- 
ately above  the  symphysis  pubis,  and  gently  pressed 
backward    and    downward    toward    the    vagina!     finger 
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(Fig.  2).  In  this  way  the  various  pelvic  organs,  the 
uterus,  Fallopian  tubes,  ovaries,  and  ureters,  may  be 
palpated  between   the   two  hands,   and  their  position, 
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size,  shape,  and  consistency  may  be  determined.  Such 
an  examination  is,  of  course,  made  much  more  easily 
in  a  thin  woman  than  in  a  fat  one.  A  thin  woman  a 
few  weeks  after  labor  may  be  examined  most  easily,  on 
account  of  the  relaxation  of  the  abdominal  and  vaginal 
walls. 

This  is  called  the  bimanna!  method  of  examination, 
and  the  student  will  find  that  as  he  acquires  practice  in 
this  method  he  will  gradually  depend  less  upon  e.vamina- 
tiou  by  the  uterine  sound  and  the  speculum,  and  will 
rely  altogether  upon  his  sense  of  touch,  his  ability  to 
palpate. 

It  matters  not  which  hand  be  used  in  making  the  vag- 
inal examination.  It  will,  however,  be  found  that  the 
hand  that  is  used  the  more  frequently  will  become  the 
more  proficient. 

In   making  the  bimanual  examination  the  structures 
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diould  be  palpated  methodically  in  order.  The  vaginal 
finger  notes  the  condition  of  the  cervix  uteri.  If  the 
fundus  be  in  the  nonnal  position,  the  uterus  can  then  be 
lakeo  between  the  abdominal  band  (upon  the  fundus)  and 
the  vaginal  finger  (upon  the  cervix)  (Fig.  3).    The  shape, 
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size,  mobility,  and  consistency  are  noted.  The  vaginal 
finger  is  then  passed  anteriorly  and  laterally  toward  either 
uterine  comu,  while  the  abdominal  fingers  pass  over  to 
the  posterior  aspect  of  the  same  cornn.  The  ovarian 
ligament  and  the  proximal  end  of  the  Fallopian  tube 
may  thus  be  felt.  Passing  farther  outward,  the  whole  of 
the  tube  and  the  ovary  may  be  examined.  The  same 
procedure  is  then  applied  to  the  opposite  side. 

The  condition  of  the  ureters  may  be  determined  by 
placing  the  vaginal  finger  in  either  lateral  vaginal  fornix 
and  drawing  it  outward  and  forward,  when  these  struc- 
ttires  will  pass  over  the  end  of  the  finger.     When  the 
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ureters  are  indurated  by  inflammation  they  can  be  plainly 
felt. 

By  the  method  of  examination  here  advised  the  physi- 
cian will  always  make  a  visual  examination  before  mak- 
ing a  digital  one.  There  are  several  advantages  derived 
from  this  procedure.  In  the  first  place,  no  examination 
of  a  woman  is  thorough  unless  a  careful  visual  examina- 
tion of  the  external  genitals  has  been  made.  The  discov- 
ery of  discharges  and  of  lesions  of  the  external  genitals 
may  throw  much  light  upon  the  condition  found  higher  up 
in  the  pelvis.  Again,  the  examiner  protects  himself.  A 
great  many  unfortunate  cases  of  syphilis  have  been  ac- 
quired by  physicians  from  a  primary  sore  upon  the  exam- 
ining finger.  A  preliminary  visual  examination  enables 
one  to  guard  against  this  danger.  The  primary  sore 
occurs  upon  the  end  of  the  examining  finger  or  upon  the 
web  between  the  index  and  middle  fingers — the  part  of 
the  hand  that  is  pressed  against  the  fourchette. 

The  hands  of  the  physician  should,  of  course,  be  clean 
before  making  an  examination,  and  the  grease  or  oil 
which  is  used  as  a  lubricant  should  be  clean.  The  hands 
should  always  be  washed,  after  separating  the  parts  to 
make  the  visual  examination,  before  the  finger  is  thrust 
into  the  vessel  containing  the  lubricant.  It  is  best  to 
place  a  small  portion  of  the  lubricant  on  a  plate  or  a 
saucer  for  each  individual  patient,  and  thus  avoid  the 
danger  of  contaminating  the  rest.  Carbolized  oil,  borated 
vaseline  or  cosmoline,  and  a  thick  sterile  solution  of  soap 
are  good  lubricants.  Neutral  green  soap  diluted  with 
boiled  water  to  the  consistency  of  thin  jelly  is  a  very 
agreeable  lubricant  which  may  easily  be  washed  from  the 
hands  and  the  vagina. 

If  practicable,  the  woman  should  receive  a  vaginal 
douche  of  bichloride-of-niercury  solution,  i  :  4000,  and 
the  vulva  should  be  washed,  before  making  a  biman- 
ual examination.  The  examiner  should  always  clean  the 
external  genitals  of  all  discharges  before  introducing  the 
vaginal  finger.      In  this  way  we  avoid  the  danger  of 
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carrying  septic  material  from  the  external  genitals  to  the 
upper  portion  of  the  genital  tract.  This  preliminary 
cleansing  is  not  desirable  before  the  external  genitals 
have  been  examined;  for  much  may  be  learned  from 
observation  of  the  discharges  which  bathe  or  escape  from 
the  various  structures.  If  practicable,  a  cleansing  vaginal 
douche  of  bichloride-of-mercury  solution  should  be  admin- 
istered after  the  bimanual  examination. 

The  examination  of  the  uterus  and  other  pelvic  struc- 
tures is  often  facilitated  by  dragging  the  uterus  downward 
with  a  tenaculum  while  the  vaginal  or  the  bimanual 
examination  is  being  made.  Sensation  in  the  cervix  is 
so  slight  that  little  or  no  pain  is  experienced  in  this  pro- 
cedure. The  anterior  or  posterior  lip  of  the  cervix  is 
caught  with  the  single  or  the  double  tenaculum  (Fig.  4), 
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guided  along  the  vaginal  finger   or  introduced  through 
the  speculum,  and  the  uterus  is  drawn  down  by  an  assist- 
ant in  case  the  bimanual  examination  is  being  made,  or 
by  the  external  hand  of  the  examiner  in  case  a  simple  vag- 
inal examination  is  made.     When  this  is  done  the  utero- 
sacral  ligaments  are  made  tense,  and  can  be  felt  like  two 
cords  extending  from  the  sides  of  the  cervix  outward  and 
backward  to  the  pelvic  wall.     The  posterior  surface  of 
the  uterus  can  be  palpated  often  as  high  up  as  the  fundus. 
The  method  is  especially  useful  when  the  examination  is 
made  by  the  rectum,  and  in  this  way  the  whole  posterior 
surface  and  the  fundus  of  the  uterus  may  be  palpated 

(Fig.  5)- 

The    contraindications  to   a  vaginal   examination   are 
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virginity,  the  presence  of  a  hymen,  and  any  acute  in- 
flammatory or  painful  condition  of  the  vulva  or  vagina. 
None  of  these  conditions,  however,  forbid  an  examina- 
tion if  an  exact  diagnosis  is  essential  to  the  proper  treat- 
ment of  the  case,  and  can  be  made  only  in  this  way.     It 


may  be  that  in  these  cases  a  rectal  examination  will  be 
sufficient  for  diagnosis. 

Rectal  examination  of  the  pelvic  structures  is  made  in 
a  way  similar  to  that  already  described  for  the  vaginal 
examination.  Bimanual  examination  may  be  made  by 
palpating  the  various  organs  between  the  rectal  finger 
and  the  abdominal  hand. 

The  Vaginal  Speculum. — The  specuhim  is  an  instrn- 
ment  through  which  a  visual  examination  is  made  of  the 
vagina,  the  external  os  uteri,  and  the  vaginal  cervix.     A 
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gieal  number  of  specula  have  been  iuvented.  At  the 
present  day  the  best  two  instruments  of  this  class  are 
tlje  bivalve  speculum,  such  as   Goodell's  (Fig.   6),  and 
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the  duct-bill  speculum  {Fig.    7),  or  perineal  retractor, 
invented  by  Sims. 

Fig.  7. — Sims'  speculum. 

The  bivalve  speculum  is  introduced  with  the  woman 
upon  her  back,  in  the  dorso-sacral  position  already  de- 
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scribed.  The  vulva  and  the  vagina  should  be  cleaned. 
The  speculum  should  be  warmed  by  placing  it  in  hot 
water,  and  should  then  be  lubricated  with  the  soap  solu- 
tion or  with  vaseline.  It  should  be  introduced  with  the 
blades  closed  and  the  plane  of  the  blades  lying  not  tx- 
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actly  in  the  median  sagittal  plane  of  the  body,  but  in- 
clined at  a  small  acnte  augle  to  this  plane,  one  edge  of  the 
speculum  being  directed  toward  eitlier  vaginal  sulcus. 
The  instrument  is  passed  into  the  vagina  toward  the  posi- 
tion in  which,  by  a  previous  digital  examination,  the  vag- 
inal cervix  had  been  found  to  lie.    The  instrument  is  then 
turned,  with  the  handles  toward  either  thigh,  so  that  the 
blades  become  parallel  to  the  anterior  and  posterior  vag- 
inal walls,  in  order  that,  when  separated,  they  will  open 
tJie  vaginal  slit.     The  handles  are  brought  together  and 
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the   blades    opened.     When   the   vaginal    cervix   comes 
well  into  view  the  blades  are  fixed  in  place  by  the  screws 
(Fig.  9)- 

In   some  cases,  where  the  cervix  points  well  forwarc 
or  welt  backward,  it  may   be  readily  brought  into  view 
through  the  speculum  by  catching  it  with  a  tenaculum. 

By  means  of  the  bivalve  speculum  we  are  able  to  make 
a  partial  inspection  of  the  vaginal  walls,   an   imperfect 
inspection  of   the  vaginal  vault,  and  a  good   inspection 
of  the  vaginal  cervix  and  the  external  os.     Applications 
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an  be  made  to  the  cervix,  but  none  of  the  minor  ope- 
rations of  g>-necolog>-  can  be  performed  through  this 
speculum. 

The  Sims  specuhiin  enables  us  to  make  the  most  thor- 
ough inspection  of  the  vagina,  the  vaginal  vault,  and  the 
vaj;inal  cervix.  The  Sims  speculum  is  merely  a  hook  or 
retractor  for  the  perineum,  and  may  be  introduced  with 
the  woman  in  the  dorsal  position,  the  Sims  position,  or 
ihe  genu-pectoral  position.  If  the  Sims  speculum  is 
introduced   in  the  dorso-sacral   position,    it  is  necessary 


I 


^^Fliold  forward  the  anterior  vaginal  wall  in  order  to 
obtain  a  view  of  the  cervix. 

The  Sims  position,  which  is  also  called  the  latero- 
abdominal  position,  is  shown  in  Fig.  lo.  The  woman 
is  placed  ou  the  bed  or  table  upon  her  left  side.  The 
side  of  the  face  is  upon  the  pillow;  the  left  arm  is  behind 
the  back,  so  that  the  left  breast  rests  upon  the  table. 
The  thighs  are  flexed  upon  the  abdomen  at  an  angle  of 
about  90"  to  the  trunk.  The  right  thigh  is  more  flexed 
than  the  left,  so  that  the  right  knee  may  touch  the  table 
abo\-e  the  left  knee.  The  legs  are  flexed  on  the  thighs. 
la  this  position  there  is  a  tendency  for  the  intestines, 
following   the  force  of  gravity,  to   fall  from  tin 


pelvis,  A 
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and  for  the  uterus  and  other  pelvic  viscera  to  be  drawn 
up.  When  the  perineum  is  retracted  with  the  blade  of 
the  Sims  speculum,  air  will  enter  the  vagina  and  the 
vaginal  slit  will  become  distended  {Fig.  ii).     To  facili- 


k 

-.-    s^l 

tate  inspection  of  the  cer\'ix  it  is  usually  necessary  also 
to  push  forward  the  anterior  abdominal  wall  by  some 
kind  of  depressor,  such  as  the  one  shown  in  Fig.  8. 


The  genu-pectoral  position  or  the  knee-chest  position  is 
shown  in  Fig.  12.  The  side  of  the  face  is  upon  the  pillow; 
the  breast  is  upon  the  table;  the  thighs  are  vertical.     In 
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this  position  the  intestines  fall  from  the  pelvis,  and  the 
other  pelvic  viscera  are  drawn  upward  by  the  force  of 
gravity.  If  the  anqs  is  opened,  air  rushes  in  and  dis- 
tends the  rectum.  If  the  perineum  is  retracted,  air 
enters  and  distends  the  vagina.  If  the  urethra  is  opened, 
the  bladder  is  likewise  distended.  The  position  is  the 
most  useful  one  for  inspection  of  the  rectum,  vagina  and 
vaginal  cervix,  and  the  bladder. 

The  Sims  speculum,  with  the  woman  in  the  dorsal,  the 
Sims,  or  the  knee-chest  position,  is  the  most  useful  in- 
strument by  which  to  expose  the  cervix  uteri  for  any  of 
the  minor  operations  of  gynecology.  The  manipulations 
of  the  operator  are  not  hampered  by  working  between 
metal  walls. 

Examination  of  the  Rectum. — If  the  woman  is 
placed  in  the  knee-chest  position,  a  most  satisfactory 
inspection  of  the  whole  of  the  rectum  may  be  made. 
The  woman  should  be  placed  in  this  position  with  the 
buttocks  before  a  good  light,  and  the  posterior  margin 
of  the  anus  should  be  retracted  bv  the  small  blade  of  a 


Fir,    13. — Rectal  speculum,  large  size.     Fl(;.  14. —  Rectal  speculum,  small  size. 

Sims  speculum;  the  rectum  will  immediately  become 
distended  with  air  and  the  rectal  walls  will  be  well  ex- 
posed. Or  the  rectal  specula  (Figs.  13,  14)  may  be  used. 
In  employing  the  longer  of  these  instruments  it  is  best 
to  use  light  reflected  from  a  head-mirror  or  thrown 
directly  from  an  electric  head-light  into  the  speculum. 
The  instrument  should  always  be  introduced  for  the 
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first  two  inches  with  the  obturator  in  place.  The  obtu- 
rator should  then  be  withdrawn  and  the  speculum  pushed 
farther  in,  the  operator  watching  and  guiding  its  course 
around  the  rectal  valves  or  folds  of  mucous  membrane, 

so  as  to  prevent  injury  to  the  walls  of 
the  rectum.  Anesthesia  is  not  neces- 
sary for  this  procedure. 
Bxamination  of  the  Bladder. — It 
will  readily  be  understood  that  all  the  hol- 
low viscera  are  much  more  easily  examined 
when  their  walls  are  separated  by  distention 
with  air  than  when  the  walls  are  collapsed. 
The  bladder  is  most  readily  examined  in 
this  way.  The  woman  should  be  placed 
in  the  knee-chest  position,  or  in  the  dorsal 
position  with  the  hips  elevated  above  the 
abdomen.  In  either  position  the  intestines 
fall  from  the  pelvis,  and  when  the  urethra 
is  opened  air  enters  and  distends  the  blad- 
der. This  distention  is  most  certainly  ac- 
complished in  the  knee-chest  position.  In 
women  who  are  not  very  fat,  however,  the 
extreme  dorso-sacral  position  is  equally  good. 
The  details  of  this  method  of  examination 
are  described  on  a  later  page. 

77ic  uterine   sound  is   an   instrument   by 

which  the  length  of  the  uterine  cavity  may 

be  determined  (Fig.  15).     The  sound,  which 

is  a  large  surgical  probe,  somewhat  curved 

to  adapt  itself  to  the  normal  shape  of  the 

uterine   axis,  is   made  of  pliable  metal,  so 

that  the  curvature  may  be  changed  readily 

to  suit  any  case.     The  sound  is  graduated, 

and  at  a  position  of  2^  inches  from  the  tip  is  a  small 

elevation   marking   the   length   of    the    normal    uterine 

cavity. 

The  uterine  sound  was  at  one  time  used  a  great  deal  to 
determine  the  length  and  direction  of  the  uterus,   and 


Fic.  15. — Uie 
rine  sound. 
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perhaps  to  assist  in  determining  the  character  of  the 
uterine  contents  or  of  the  endometrium.  With  our 
present  methods  of  examination,  however,  the  sound  is 
of  but  little  if  any  use.  The  size  and  direction  of  the 
uterus  can  in  nearly  all  cases  be  determined  by  bimanual 
examination.  The  use  of  the  uterine  sound  is  by  no 
means  free  from  danger.  Many  cases  of  septic  endo- 
metritis and  salpingitis  have  been  caused  by  it,  and  the 
physician  has  often  unintentionally  committed  an  abor- 
tion by  passing  the  sound  in  a  pregnant  woman.  The 
uterine  sound  should  never  be  used  in  a  routine  way.  It 
should  never  be  used  unless  one  expects  to  determine 
with  it  something  that  cannot  be  detennined  by  simpler 
methods  of  examination. 

The  most  thorough  aseptic  precautions  should  be  ob- 
ser\-ed  when  the  sound  is  introduced.  The  vulva,  vagina, 
and  cervix  should  be  cleaned  and  the  sound  should  be 
sterilized.  The  sound  should  never  be  introduced  if 
there  is  any  suspicion  of  pregnancy. 


CHAPTER  III. 
DISEASES  OF  THE  EXTERNAL  GENITALS. 

Vulvitis. — Vulvitis,  or  inflammation  of  the  vulva,  is 
not  a  common  disease.  The  vulva  is  composed  of  several 
parts  which  are  anatomically  distinct,  and,-  though  all 
these  parts  are  usually  involved  in  an  acute  attack  of 
inflammation  of  the  vulva,  yet  the  symptoms  of  the  dis- 
ease and  the  pathological  appearance  depend  to  a  great 
extent  upon  the  structures  which  are  principally  affected. 
The  labia  majora,  the  nymphae,  the  vestibule  with  its 
mucous  crypts  or  glands,  the  clitoris,  the  external  uri- 
nary meatus,  and  the  ducts  of  Bartholin's  glands  may  all 
be  involved  in  the  inflammation.  The  sebaceous  glands 
of  the  labia  may  be  especially  involved,  producing  a  form 
of  sebaceous  acne  which  has  been  called  follicular  vul- 
vitis.    Inguinal  adenitis  may  accompany  vulvitis. 

The  appearance  of  the  parts  is  that  characteristic  of  in- 
flammation of  the  skin  and  mucous  membrane  in  anv 
other  part  of  the  body.  The  mucous  membrane  becomes 
red  and  swollen;  the  labia  may  become  edematous;  an 
abundant  purulent  discharge  covers  the  parts,  and  unless 
cleanliness  is  practised  the  irritation  from  the  discharge 
spreads  to  the  inner  aspects  of  the  thighs,  the  perineum, 
and  the  anal  region. 

The  patient  suffers  with  local  pain,  w^hich  is  increased 
by  walking  and  by  the  passage  or  contact  of  urine. 

The  usual  cause  of  vulvitis  is  gonorrhea.  The  con- 
dition is  sometimes  secondary  to  other  diseases.  It  may 
be  caused  by  the  irritation  from  the  discharges  of  a 
vesico-vaginal  or  recto-vaginal  fistula,  from  a  cancer  of 
the  cervix  or  in  some  forms  of  endometritis.     Girls  and 
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-women  who  are  unclean  may  be  attacked  by  vulvitis  as  a 
result  of  irritation  from  decomposed  smegma,  sweat, 
urine,  etc.  The  oxyuris,  or  thread-worm,  may  enter  the 
vulva  from  the  rectum  and  cause,  in  unclean  children, 
sufficient  irritation  to  produce  inflammation.  Vulvitis 
from  uncleanliness  is  most  likely  to  occur  in  hot  weather 
after  prolonged  exercise.  It  not  infrequently  attacks 
children,  especially  those  of  a  strumous  diathesis,  whose 
hygienic  surroundings  are  poor.  In  such  cases  the  sus- 
picions of  the  parents  may  demand  a  medico-legal  exam- 
ination; and  it  is  of  importance  to  remember  that  vul- 
vitis of  this  kind  is  not  rare,  and  is  not  due  to  violation 
or  contagion.  Vulvitis  in  little  girls  may  be  also  due  to 
gonorrhea,  independently  of  violation.  This  is  the  cause 
of  epidemics  of  vulvitis  and  vaginitis  in  girls  crowded  in 
houses,  hospitals,  or  asylums.  The  disease  is  spread  by 
contamination  from  towels  or  bed-clothing. 

The  essential  points  of  treatment  to  observe  in  the 
acute  stage  of  vulvitis  are  rest  in  the  recumbent  posture 
and  perfect  cleanliness.  The  labia  should  be  separated 
and  the  parts  frequently  bathed  and  cleaned  with  warm 
water.  Various  local  washes  or  applications  are  of  use. 
A  warm  solution  of  boracic  acid  (3J  to  a  pint  of  water), 
the  dilute  solution  of  the  siibacetate  of  lead,  or  a  solution 
of  bichloride  of  mercury  (i  :500o)  may  be  used. 

If  the  disease  is  of  gonorrheal  origin,  the  parts  should 
be  painted  once  or  twice  a  day  with  a  2  per  cent,  solution 
of  nitrate  of  silver,  applied  after  the  discharges  have 
been  gently  washed  away. 

As  the  disease  subsides  the  inflammation  mav  be  found 
to  persist  in  the  cr^'^pts  of  the  vestibule,  the  urinary 
meatus,  and  the  ducts  of  Bartholin's  glands.  It  is  very 
important  that  all  remains  of  the  inflammation,  especially 
if  it  be  of  septic  or  gonorrheal  origin,  should  be  eradi- 
cated before  the  woman  is  discharged  from  treatment. 
The  presence  of  any  focus  of  inflammation,  even  though 
latent,  is  a  constant  source  of  danger  to  the  woman ;  for  sep- 
tic organisms  or  material  may  be  carried  from  the  external 
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genitals  to  the  higher  parts  of  the  genital  tract,  as  the  uterus 
and  Fallopian  tubes,  with  the  most  disastrons  results. 

Sometimes  a  small  drop  of  pus  will  be  observed  escap- 
ing from  one  of  the  small  glands  or  crypts  of  the  vesti- 
bule, about  the  urinary  meatus,  after  the  inflammation 
has  disappeared  in  other  parts  of  the  vulva.  In  this  case 
the  glaud  should  be  punctured  with  a  Sue  cautery-point 
or  a  fine  wooden  probe  or  point  saturated  with  pure  car- 
bolic acid  or  other  caustic. 

If  the  disease  persists  in  the  external  meatus  or  urethra, 
it  must  be  treated  by  the  local  applications  appropriate 
for  urethritis. 

Inflamraation  of  the  Vulvo-vaginal  Glands. — The 
vulvo-vaginal    glands   are    two   in    number.       They    are 


ihe  base  nf  a  vaginal  c: 


about  the  size  of  a  bean,  and  are  situated  deeply  on  the 
inner  aspect  of  the  labia  majora,  where  they  may  be 
felt  in  thin  women.     The  duct  of  the  gland  is  about  one 
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inch  in  length,   and  opens  immediately  in  front  of  thel 
hymen,   about   the   middle   of   the   side   of    the   ostium   , 
vagiuie.      In   cases   of    vulvitis   the   duct   of   the   gland 
usually    becomes   inflamed,    and   the   inflammation  may 
extend  to  tlie  gland,  producing  abscess  of  the  vnlvo-vag- 
inal  gland. 

Inflammation  of  the  duct  and  the  gland  may  also  occur 
independently  of  vulvitis,  from  direct  septic  or  gonorrheal 
infection. 

Suppuration  of  the  duct  may  be  demonstrated  by  press- 
ing over  the  course  of  the  duct,  when  a  drop  of  pus  will 
escape  from  the  openiug.  In  such  cases  the  orifice  of 
the  duct  is  usually  surrounded  by  a  red  areola,  resembling 
a  flea-bite,  which  has  been  called  the  gonorrheal  macula 
(Fig.  i6).  This  macula  persists  long  after  all  other  traces 
of  inflanimatiou  about  the  vulva  and  vagina  have  dis- 
appeared, and  after  all  frank  suppuration  in  the  duct  has 
Mibsided.  Its  presence  indicates  at  least  the  probability 
of  previous  gonorrheal  infection. 

When  the  duct  of  the  gland  alone  is  the  seat  of  inflam- 
mation, it  should  be  laid  open  with  fine  scissors  or  knife, 
and  the  tract  tliorouglily  cauterized  with  the  nitrate-of- 
siiver  slick,  pure  carbolic  acid,  or  a  sohition  of  chloride 
of  zinc  (2  per  cent.  |. 

Snppuration  of  the  vulvo-vaginal  gland  is  accom- 
panied by  marked  swelling  and  peripheral  edema.  The 
swelling  may  extend  to  the  anus,  and  is  of  characteristic 
shape  (Fig.  17).  The  pain  is  always  severe.  Fluctua- 
tion is  first  apparent  on  the  inner  surface  of  the  labium 
majus.  If  the  condition  is  not  treated,  one  or  more 
fistulous  openings  appear  below  the  orifice  of  the  duct, 
and  the  pus  is  discharged.  The  condition  theu  becomes 
chronic.  The  fistulous  openings  persist.  Acute  inflam- 
mation disappears  from  the  gland,  leaving  it  in  a  con- 
dition of  hypertrophic  induration.  A  thin,  milky  or 
greenish,  purulent  fluid  may  be  pressed  out  of  the  duct 
or  the  fistulous  openings.  Infection  from  this  discharge 
may  be  communicated  to  man,  or  may  ; 
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tract,  producing  inflammation  of  the  endometrium  or  of 
the  Fallopian  tubes. 

In  abscess  of  the  vulvo-vaginal  gland  a  free  incision 
should  immediately  be  made  into  the  labium  at  the  junc- 
tion of  the  skin  and  the  mucous  membrane.  The  interior 
should  be  wiped  out  with  pure  carbolic  acid  and  the  cav- 


ity  packed  with  gauze.  If  the  disease  is  first  seen  in  the 
chronic  stage,  after  the  abscess  has  evacuated  itself,  the 
only  method  of  cure  is  to  excise,  with  curved  scissors, 
the  whole  of  the  indurated  gland,  the  duct,  and  the  fis- 
tulous tracts.  The  wound  may  be  left  open  and  packed, 
or  it  may  be  closed  immediately  with  buried  catgut 
sutures. 
Cysts  of  the  Valvo-vaginal   Glands.— Cysts  may 
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occur  iti  the  duct  of  the  viilvo-vaginal  gland  or  in  the 
gland  itself.  Cysts  of  the  duct  are  small — about  the  size 
of  a  chestnut.  They  are  situated  superficially,  lying 
immediately  under  the  mucous  membrane  of  the  vagina 
at  the  base  of  the  labium  minus. 


Flii-  iS.— C> 


Cysts  of  the  gland  may  be  unilocular  if  formed  at  the 
expense  of  a  single  lobule  of  the  gland,  or  muUilocular 
if  several  lobules  enter  into  their  formation.  These  cysts 
may  attain  the  size  of  the  fetal  head  (Fig.  18V 

Cysts  of  the  glaud  or  of  the  duct  are  formed  by  reten- 
tion of  the  cyst-contents.  The  retention  is  due  to  occhi- 
sioQ  of  the  duct,  usually  the  result  of  iuflammation.  In 
some  cases  the  duct  remains  pervious,  and  the  retention 
is  due  to  the  altered  character  of  the  secretion  of  the 
gland,  which  becomes  too  viscous  to  pass,  except  under 
unusual  pressure,  along  the  duct 

These  cysts  contain  clear  yellow  or  chocolate-colored 
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fluid.  The  diagnosis  of  cyst  of  the  vulvo-vaginal  gland 
is  usually  not  difficult.  If  we  are  in  doubt  in  regard  to 
the  fluid  character  of  the  tumor,  this  may  be  determined 
with  the  exploring-needle. 

Inguinal  hernia,  hydrocele  of  the  canal  of  Nuck,  cysts 
of  the  round  ligament,  and  sacculated  cysts  of  old  her- 
nial sacs  may  be  mistaken  for  cysts  of  the  vulvo-vaginal 
glands.  In  such  cases,  however,  the  tumor  lies  more  in 
the  upper  and  outer  part  of  the  labium  majus,  and  ex- 
tends to,  and  may  be  connected  with,  the  external  in- 
guinal ring. 

Cysts  of  the  vulvo-vaginal  glands  should  be  treated  by 
free  incision  and  packing,  or  by  extirpation.  If  the  sac 
is  emptied  by  the  aspirator  or  by  a  small  incision,  it  will 
refill.  The  best  method  is  to  extirpate  the  cyst.  In  case 
there  has  been  no  inflammatory  action  binding  the  cyst 
to  surrounding  structures,  extirpation  without  rupture  is 
easy.  If  rupture  occurs,  the  cyst-wall  may  be  dissected 
off"  with  the  knife  or  removed  with  the  curved  scissors. 
The  wound  may  be  immediately  closed  with  deep  and 
superficial   sutures. 

Pruritus  Vulvae. — Pruritus  vulvae,  or  itching  of  the 
vulva,  may  be  due  to  a  great  variety  of  causes.  Erup- 
tions of  the  vulva,  such  as  eczema,  cause  itching.  Irri- 
tation from  tlie  discliarge  of  vaginitis,  metritis,  cancer 
of  the  cervix  or  body  of  the  uterus,  the  presence  in  chil- 
dren of  the  thread-worm,  the  irritation  from  diabetic 
urine,  may  result  in  pruritus.  Some  of  the  pathological 
conditions  of  the  uterus,  tubes,  and  ovaries  may  produce 
reflex  irritation  of  the  nerves  of  the  vulva,  and  cause 
itching,  in  a  manner  similar  to  that  in  which  vesical  cal- 
culus causes  itching  of  the  glans  penis. 

The  congestion  of  the  external  genitals  that  accom- 
panies pregnancy  may  also  produce  pruritus. 

There  are  some  cases  of  pruritus  vulvae,  however,  in 
which  no  physical  cause  for  the  intolerable  itcliing  can 
be  discovered,  and  in  which  minute  examination  of  the 
affected  portions  of  skin  or  mucous  membrane  demon- 


DISEASES  OF  THE  EXTERNAL  GENITALS,     45 

strates  no  pathological  change.     Such   cases  are  called 
idiopathic. 

The  itching  may  be  so  severe  that  the  woman  cannot 
refrain  from  scratching  and  rubbing  the  parts  on  all  oc- 
casions. She  becomes  debarred  from  the  society  of  her 
friends,  and  seeks  relief  in  anodynes  and  hypnotics.  The 
continual  scratching  increases  the  irritation  of  the  vulva, 
and  an  eczematous  eruption  may  result,  which  produces 
an  irritating  discharge  that  spreads  the  irritation  to  other 
parts  of  the  body  with  which  it  may  come  in  contact. 

The  itching  of  pruritus  may  extend  into  the  vagina,  to 
the  skin  of  the  abdomen,  to  the  inner  aspect  of  the  thighs, 
and  to  the  anus. 

In  the  treatment  of  pruritus  it  is  first  of  importance  to 
discover,  if  possible,  the  cause  of  the  itching.  Any 
vaginal  or  uterine  discharge  should  be  investigated. 
Discharge  from  the  uterus  can  be  eliminated  as  a  cause 
by  placing  against  the  external  os  a  pledget  of  cotton, 
frequently  renewed,  to  absorb  the  discharge  before  it 
reaches  the  vulva,  or  the  parts  may  be  kept  clean  by 
frequent  douches.  In  children  the  stools  should  be  ex- 
amined for  the  thread-worm.  The  urine  should  always 
be  examined.  Diabetes  is  a  frequent  cause  of  pruritus 
vulvae  in  old  women.  Any  pathological  condition  of  the 
uterus,  Fallopian  tubes,  and  ovaries  should  be  treated 
before  we  can  eliminate  this  as  a  possible  cause  of  pru- 
ritus. 

In  the  cases  of  so-called  idiopathic  pruritus  in  wliich 
no  local  lesion  can  be  discovered  attention  should  be 
directed  to  the  general  nutrition  of  the  patient.  As  in 
pruritus  ani,  the  gouty  diathesis  may  cause  the  disease. 
Alcoholic  drinks,  rich  food,  fish  and  shell-fish,  may  assist 
in  its  production. 

Treatment, — A  great  variety  of  local  applications  have 
been  used  for  the  relief  of  pruritus.  In  case  of  diabetes 
the  urine  should,  as  much  as  possible,  be  kept  from  con- 
tact with  the  parts,  which  should  be  thoroughly  dried 
after    urinating,  and    dusted  with    a   powder    consisting 
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of  equal   parts  of   subnitrate  of  bismuth  and  prepared 
chalk. 
The  following  local  applications  are  useful  in  pruritus: 

Bichloride  of  mercury,  gr.  ^ ; 

Emulsion  of  bitter  almonds,  3j, 

applied  twice  a  day. 

A  powder  of  i  grain  of  morphine  to  2  grains  of  pre- 
pared chalk,  applied  twice  a  day. 

'Sf.  Tinct.  opii, 
Tinct.  iodi, 

Tinct.  aconit,  da,  3v; 

Acid,  carbolic,  3J, 

applied  once  or  twice  in  the  twenty-four  hours. 

An  ethereal  solution  of  iodoform  sprayed  into  the  folds 
of  the  vulva  with  an  atomizer. 

Cauterization  with  pure  carbolic  acid. 

In  cases  which  have  resisted  all  local  applications  the 
affected  areas  of  mucous  membrane  have  been  excised. 
Even  this  method,  however^  does  not  promise  certain 
cure.  It  should  be  tried,  however,  when  the  pruritus  is 
localized  and  has  resisted  the  milder  forms  of  treat- 
ment. 

Kraurosis  Vulvae. — Kraurosis  vulvae  is  a  very  rare 
disease,  of  chronic  inflammatory  nature,  affecting  the 
vulva.  The  disease  is  characterized  by  cutaneous 
atrophy,  with  very  marked  shrinking  and  contraction  of 
the  vaginal  orifice.  The  lesions  may  be  unilateral  or 
circumscribed,  but  usually  the  tissues  of  the  labia  majora, 
the  nymphae,  and  the  area  surrounding  the  clitoris  and 
urinary  meatus  are  more  or  less  involved.  The  cause  of 
the  disease  has  not  as  yet  been  determined.  It  has  been 
observed  at  every  age  after  puberty,  in  the  nulliparae  as 
well  as  the  multiparae,  and  in  the  parturient  woman.  It 
must  be  diflferentiated   from  pruritus  and  the  atrophic 
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chauges  which  take  place  after  the  physiological  and 
induced  menopause. 

The  first  symptoms  noticed  by  the  patient  are  usually 
those  of  pruritus — an  intense  itching  and  burning  about 
the  vulva.  In  some  cases  the  affected  tissue  early 
becomes  excessively  hyperplastic.  The  mucous  mem- 
brane and  the  skin  of  the  vulva  are  often  discolored, 
small  red  spots  appearing,  which  are  sensitive  to  touch. 
Later  a  peculiar  shrinking  of  the  superficial  tissue  takes 
place,  and  the  diseased  surfaces  become  dry  and  whit- 
ened. The  nymph?e  gradually  disappear,  fusing  with 
the  labia  majora;  and  the  mucous  membrane  and  skin 
become  shiny  and  drawn  smoothly  over  the  shrunken 
clitoris.  Cracks  or  fissures  appear  on  the  dry  surfaces. 
A  sensation  of  drawing  and  shrinking  of  the  vulva  is 
now  usually  experienced.  The  vaginal  orifice  gradually 
narrows  and  contracts,  until  frequently  the  little  finger 
can  scarcely  be  introduced.  When  this  last  condition  of 
atrophy  is  reached,  the  pathological  process  is  arrested, 
the  subjective  sensations  of  shrinking  pass  away,  and  the 
symptoms  resembling  pruritus  are  no  longer  experienced. 
The  shrunken  and  contracted  vaginal  orifice,  however, 
persists  and  is  never  spontaneously  restored. 

Treatment, — Palliative  treatment  by  local  applications 
may  be  tried,  or  a  cure  may  be  attempted  by  operation. 
The  palliative  treatment  is  simply  directed  toward  the 
relief  of  the  subjective  symptoms,  which  at  times  are 
exceedingly  painful.  Pure  carbolic  acid  or  a  solution  of 
cocaine  applied  locally,  or  pure  nitrate  of  silver  applica- 
tions frequently  repeated,  afford  temporary  relief.  Cloths 
wrung  out  of  hot  water  and  placed  over  the  vulva  also 
lessen  the  suffering.  A  solution  of  the  neutral  acetate 
of  lead  in  glycerin,  on  cotton  placed  between  the  labia, 
is  recommended.  Forced  dilatation  of  the  vai^iual  orifice 
under  ether  has  been  practised  with  good  result.  The 
most  satisfactory  treatment  is  complete  excision  of  the 
diseased  tissue.  Unless  all  affected  tissue  is  removed, 
the  disease  mav  return. 
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Varicose  Tumors  of  the  Vulva.— Varicose  tumors 
of  the  vulva  are  usually  the  result  of  pregnancy.  They 
may,  however,  accompany  any  fonn  of  pelvic  or  abdom- 
inal tumor,  the  pressure  of  which  interferes  with  the  ven- 
ous circulation  of  the  pelvis.  The  varicose  condition 
usually  affects  the  labia  majora.  It  varies  from  a  mere 
increase  in  size  of  the  veins  of  the  vulva  to  a  varicose 
tumor  the  size  of  the  fetal  head.  The  condition,  being 
secondary,  usually  disappears  with  the  removal  of  the 
exciting  cause.  The  labia  may  be  supported  with  a 
compress  and  a  bandage. 

Hematoma  of  the  Vulva. — Hematoma  of  the  vulva 
is  due  to  the  subcutaneous  rupture  of  a  vein.  Blows, 
kicks,  or  falls  cause  this  condition.  It  is  usually  pro- 
duced by  rupture  of  a  varicose  vein  during  pregnancy  or 
labor. 

The  affected  labium  is  purple  in  color  and  may  reach 
the  size  of  a  fetal  head.  When  the  hematoma  is  small 
the  vagina  should  be  kept  as  clean  and  aseptic  as  possi- 
ble, and  a  light  compress  should  be  applied.  Absorption 
usually  takes  place.  If  the  collection  of  blood  is  large 
or  if  it  has  become  infected,  a  free  incision  should  be 
made  into  the  labium,  the  clots  should  be  turned  out,  and 
the  cavity  thoroughly  waslied  and  packed  with  gauze. 

Papilloma. — Papillomata  or  warts  of  the  vulva  are  not 
unconmion.  They  may  occur  singly,  scattered  over  the 
vulva  and  the  neighboring  skin,  and  extending  up  the  va- 
gina as  far  as  the  cervix  uteri,  or  they  may  occur  in  large 
cauliflower-like  masses,  forming  tumors  the  size  of  the 
fetal  head.  They  are  pink  or  purplish  in  color.  They 
often  exude  a  bloody,  offensive  discharge,  which  is  capa- 
ble of  exciting  a  similar  condition  by  contact.  Papilloma 
is  usually  the  result  of  gonorrhea  or  syphilis.  It  may, 
however,  be  caused  by  irritation  from  filth  or  by  the 
leucorrhea  of  pregnancy. 

The  treatment  of  papilloma  is  by  excision.  The  small 
warts  should  be  picked  up  with  forceps  and  clipped  off 
with  curved  scissors.     Ever>'  one  should  be  removed  or 
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the  condition  may  recur.  In  the  case  of  large  papil- 
lomatous tumors  the  wound  of  excision  should  be  closed 
with  continuous  sutures.  Pregnancy  is  no  contraindica- 
tion to  excision  of  papillomata. 

The  vulva  may  be  the  seat  of  epithelioma,  lupus,  sar- 
coma, fibroma,  fibromyoma,  myxoma,  lipoma,  or  enchon- 
droma.  These  tumors  present  the  same  characteristics 
and  demand  the  same  surgical  treatment  as  in  other  parts 
of  the  body. 

Small  cysts  have  been  found  in  the  labia  majora,  the 
vestibule,  and  the  hymen. 

Blephantiasis. — True  elephantiasis  of  the  vulva  (ele- 
phantiasis Arabum)  is  a  rare  disease  in  this  climate.  The 
disease  occurs  especially  in  Barbadoes.  It  may  affect  the 
labia  and  the  clitoris.  The  hypertrophied  labia  may 
attain  the  size  of  the  adult  head. 

The  treatment  of  this  condition  is  excision  of  the 
affected  structures. 

There  is  a  syphilitic  form  of  hypertrophy  or  elephan- 
tiasis of  the  vulva  which  is  not  uncommon  in  this 
country.  The  labia  minora  and  majora  may  be  trans- 
formed into  enormous  flap-like  folds.  Though  at  first 
free  from  ulceration,  this  may  subsequently  result  from 
chafing.  Warty  growths  may  cover  the  hypertrophied 
labia,  the  perineum,  and  the  buttocks.  The  disease 
usually  affects  both  labia,  though  it  may  be  confined 
to  one. 

This  manifestation  of  syphilis  does  not  yield  readily  to 
constitutional  or  local  medicinal  treatment.  Many  cases 
prove  to  be  incurable  by  medicine.  Antisypliilitic  treat- 
ment should  always  be  tried  at  first,  and  if  this  fails,  the 
hypertrophied  structures  should  be  excised  with  the  knife. 

If,  in  such  cases,  there  is  any  doubt  in  regard  to  diag- 
nosis between  syphilis  and  cancer,  a  small  portion  of 
tissue  should  be  excised  and  submitted  to  microscopic 
examination. 

Adhesions  of  the  Clitoris. — Adhesions  between  the 
glans  of  the  clitoris  and  the  prepuce  or  hood  which 
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covers  it  are  exceedingly  common.  Usually  no  trouble 
whatever  is  caused  by  these  adhesions,  unless  an  accu- 
mulation of  smegma  takes  place,  or  irritation  is  produced 
by  the  presence  of  a  concretion. 

In  case  of  any  irritation  about  the  genitals,  the  prepuce 
and  clitoris  should  always  be  carefully  examined.  In 
fact,  a  careful  examination  of  the  clitoris  should  form  a 
routine  part  of  all  examinations  of  the  external  genitals. 

When  trouble  arises  from  the  presence  of  adhesions, 
the  prepuce  should  be  drawn  back  and  the  adhesions 
freed  with  a  blunt  probe.  A  20  per  cent,  solution  of 
cocaine  should  be  applied  to  the  clitoris  for  ten  minutes 
previous  to  the  operation.  The  whole  corona  and  the 
sulcus  back  of  the  corona  should  be  exposed.  The  raw 
surface  should  be  covered  with  vaseline,  and  the  patient 
should  abstain  from  walking  as  long  as  pain  is  caused  by 
it.  The  prepuce  should  be  drawn  back  and  vaseline 
applied  every  day  for  two  weeks,  to  prevent  the  formation 
of  adhesions. 


CHAPTER   IV. 
DISEASES  OF  THE  VAQINA. 

Inflammation  of  the  Vagina. — Acute  inflammation 
of  the  vagina  is  not  a  very  common  affection.  Primary 
inflammation  confined  to  the  vagina  alone  is  unusual. 
The  disease  in  most  cases  is  secondary  to  vulvitis,  ure- 
thritis, or  endo-cervicitis.  The  causes  of  vulvitis  (which 
have  already  been  considered)  are  also  the  causes  of 
vaginitis.  It  is  of  importance  to  remember  that  the  dis- 
ease mav  occur  in  children  as  a  result  of  the  same  factors 
which  produce  vulvitis. 

The  exanthemata,  as  measles  and  scarlet  fever,  may 
cause  vaginitis  as  part  of  the  general  involvement  of  the 
skin  and  mucous  membrane  which  occurs  in  these  dis- 
eases.    The. most  usual  cause  is  gonorrhea. 

Several  varieties  of  acute  vaginitis  may  be  recognized — 
the  simple,  the  granular,  the  senile,  and  the  emphysem- 
atous. It  is  unusual  to  find  the  entire  surface  of  the 
vagina  involved.  The  disease  is  confined  to  areas  or 
patches  separated  by  healthy  tissue. 

In  simple  vaginitis  the  inflamed  membrane  remains 
smooth. 

In  granular  vaginitis,  which  is  the  variety  usually  seen, 
the  papillae  are  infiltrated  with  small  cells,  and  are  much 
enlarged,  so  that  the  inflamed  surface  has  a  granular 
appearance. 

Senile  vaginitis  is  due  to  infection  of  portions  of  the 
vaginal  mucous  membrane  that  have  lost  their  epitliclium 
as  a  result  of  the  atrophic  changes  of  old  age.  This  dis- 
ease occurs  in  patches  of  various  size,  sometimes  present- 
ing  the    character   of    ecchymosis;    in    other   cases   the 
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patches  have  altogether  lost  the  epithelium,  and  perma- 
nent adhesions  may  take  place  between  areas  which  are 
brought  in  contact.  This  form  of  vaginitis  has  also  been 
called  adhesive  vaginitis.  It  is  said  that  a  similar  con- 
dition may  occur  in  children. 

The  emphysematous  form  of  vaginitis  occurs  in  preg- 
nancy. The  vaginal  walls  are  swollen  and  crepitating. 
The  gas  is  contained  in  the  meshes  of  the  connective 
tissue. 

Acute  vaginitis  is  accompanied  by  dull  pain  and  a 
sense  of  fulness  in  the  pelvis.  The  discomfort  is  in- 
creased by  standing,  walking,  defecation,  and  urination. 
There  is  a  free  discharge  of  serum  or  pus,  which  may  be 
tinged  with  blood.  The  character  of  the  discharge 
depends  upon  the  variety  and  the  period  of  the  disease. 
Inspection,  which  can  best  be  made  through  the  Sims 
speculum,  with  the  woman  in  the  Sims  or  knee-chest 
position,  shows  the  characteristic  lesions  of  inflammation 
of  the  mucous  membrane. 

Acute  vaginitis^  if  neglected,  may  pass  into  the  chronic 
form.  It  usually  lingers  in  the  upper  part  of  the  vagina, 
in  the  fornices,  especially  in  vaginitis  of  gonorrheal 
origin.  By  careful  inspection  we  find  here  one  or  more 
granular  patches  of  inflammation,  which  cause  a  vaginal 
discharge  from  which  man  may  be  infected,  and  from 
which  infection  of  the  upper  portion  of  the  genital  tract, 
the  uterus,  and  the. Fallopian  tubes  may  be  derived. 

Treatment. — Vaginitis,  especially  of  the  gonorrheal 
form,  should  be  treated  vigorously,  and  treatment  should 
be  continued  until  all  traces  of  inflammation  have  dis- 
appeared. Inflammation  of  any  part  of  the  lower  portion 
of  the  genital  tract  may  have  the  most  disastrous  conse- 
quences if  it  extends  to  the  uterus  and  the  Fallopian 
tubes. 

The  woman  should  be  kept  as  quiet  as  possible.  The 
bowels  should  be  moved  freely  with  saline  purgatives. 
She  should  take,  three  times  in  twenty-four  hours,  lying 
upon  her  back,  a  vaginal  douche  of  one  gallon  of  a  bo- 
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racic-acid  solution  (3J  to  the  pint).     The  temperature  of 
the  solution  should  be  about  110°  F. 

If  the  disease  be  of  gonorrheal  origin,  a  warm  bichloride 
solution  (i  :  5000)  should  be  used  in  the  same  way. 

After  the  acute  symptoms  have  subsided  local  applica- 
tions should  be  made,  in  addition  to  the  douches.  The 
woman  should  be  placed  in  the  knee-chest  position,  and 
the  vagina  should  be  thoroughly  exposed  with  the  Sims 
speculum.  If  necessary,  the  vaginal  surface  should  be 
gently  cleaned  with  warm  water  and  cotton.  A  4  per 
cent  solution  of  cocaine  may  be  applied  to  the  vagina  if 
there  is  much  pain.  Then  the  entire  vaginal  surface 
should  be  painted  with  a  solution  of  bichloride  of  mer- 
cur>'  (i  :  1000).  These  applications  should  be  made 
daily  until  the  disease  is  cured.  The  vaginal  douches 
should  be  continued  at  the  same  time. 

In  the  chronic  form  of  the  disease  and  in  senile  vagi- 
nitis the  local  patches  of  inflammation  should  be  painted 
once  a  day  with  a  solution  of  nitrate  of  silver,  5  to  10 
per  cent,  or  stronger  if  the  condition  does  not  yield. 
The  senile  form  of  vaginitis,  being  dependent  upon  a 
general  condition,  is  often  impossible  to  cure.  We  can 
sometimes  relieve  the  discomfort  by  applying  boracic- 
acid  ointment  (oj  to  5J)  to  the  vagina.  The  application 
of  pure  carbolic  acid  to  the  inflamed  patches  sometimes 
does  good. 

Urethritis  usually  accompanies  a  gonorrheal  vaginitis, 
and  demands  coincident  treatment. 

Tumors  of  the  Vagina. —  Vaginal  Cysis. — Well-de- 
fined cysts  are  sometimes  found  in  the  vaginal  walls. 
They  occur  at  all  ages  from  childhood  to  old  age. 

Vaginal  cysts  are  usually  single.  They  vary  in  size 
from  that  of  a  pea  to  that  of  a  fetal  head.  The  vaginal 
mucous  membrane  covers  the  free  surface  of  the  cyst, 
and  niav  either  be  movable  over  it  or  niav  be  much  at- 
tenuated  and  closely  incorporated  with  the  cyst-wall. 
Vaginal  cysts  may  be  sessile  or  more  or  less  pedunculated. 
The  internal  surface  of  the  cyst  is  usually  covered  with 
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below  Upward,  we  find  the  following  structures  lying  in 
superimposed  plaiies:  the  skin,  the  superficial  fascia,  the 
deep  layer  of  the  superficial  fascia,  the  transversusperinsei 
and  the  sphincter  vagiiife  mnscles,  the  anterior  layer  of 
the  triangular  ligament,  the  jMsterior  layer  of  the  trian- 
gular ligament,  the  levator  ani  muscle  (Fig.  19). 

The  vagina  passes  through  these  structures.  They 
surround  and  "support  the  ostium  vaginas  as  the  fascia 
and  niusuk-s  surroiuul  and  support  the  opening  of   tht- 


rectuni  or  the  anus.  The  muscles  and  fasciEe  are 
attacJied  iu  the  median  line  between  the  anus  and  the 
vagina,  and  therefore  this  part  of  the  body,  which  is 
called  the  perineum,  is  supported  or  maintained  in  its 
proper  position  by  these  various  structures.  The  trans- 
it periru'ci  arises  from  the  ramus  of  the  ischium  and 
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is  inserted  in  the  perineum.  The  bulbo-cavernosus,  or  I 
sphincter  vaginse,  arises  in  the  periiieuiii  and  is  inserted 
in  and  about  the  clitoris.  The  inner  fibers  of  the  levator 
ani  arise  from  the  symphysis  pnbis  and  are  inserted  in 
the  perineum  and  the  lower  part  of  the  vagina  {Fig.  20). 
When  these  muscles  contract,  their  action,  therefore,  is 
to  draw  the  perineum  upward  and  forward.  At  the  same 
time  the  anus  is  drawn  upward  and  forward,  and  so  also 
is  the  posterior  margin  of  the  ostium  vaginje  and  the 
lower  portion  of  the  posterior  vaginal  wall. 


The  vagina  has  no  circular  sphincter  like  the  anus,  but 

"         jinal  mouth  is  kept  closed  by  the  action  of  the 

rsus  perinsei,  sphincter   vagiuEe,  and   levator  ani 

which  draw  the  perineum   forward,  and   thus 

keep  the  posterior  vaginal  wall   in  apposition  with  the 

anterior  wall. 

This  sling  of  muscles  and  fascia,  which  surrounds  and 
supports  the  opening  of  the  vagina,  may  readily  be  felt  in 
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the  niilliparons  woman  by  introducing  the  finger  in  the 
vagina  and  pressing  backward  and  ontward  toward  the 
ischio-rectal  fossa.  We  then  feel  plainly,  immediately 
within  the  ostium  vagime,  a  finn  resisting  band  of  tissue, 
apparently  about  half  an  inch  broad,  embracing  the  pos- 
terior portion  of  the  lower  vagina.  This  band  is  formed 
by  the  inner  edges  of  the  various  muscles  and  planes  of 
fascia  that  have  been  described. 

The  vagina  extends,  as  a  transverse  slit  in  the  pelvic 


floor,  upward  and  backward,  approximately  in  the  direc- 
tion of  a  line  drawn  from  the  ostium  vaginae  to  the 
fifth  .sacral  vertebra.  It  is  approximately  parallel  with 
the  conjugate  of  the  brim,  so  that  when  the  woman  is 
erect  the  long  axis  of  the  vagina  is  inclined  at  an  angle 
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of  60"  to  the  horizon.  The  vagina  is  not  a  vertical  open 
tube:  it  is  a  slit  in  the  pelvic  floor,  in  health  always 
closed  by  the  accurate  apposition  of  the  anterior  and  pos- 
terior walls  (Fig.  21).  The  anterior  vaginal  wall  is  about 
2j^  inches  long  iu  a  vertical  mesial  line.  The  posterior 
vaginal  wall  is  about  ^yi  inches  long.     The  vaginal  walls 


Tk.    23.— Section    illunraling    the    chimcterisLic     rDrm    of    the    vaginal    clcfl 
(Henle);   Ua.  ucclhra;    I'll,  (agina;  L,  levmoi  aiii ;  R,  rectum. 

are  triangular  in  shape,  being  broader  above  than  below. 
The  shape  of  the  normal  vagina  at  the  pelvic  outlet  is 
shown  by  Fig,  23.  The  section  here  shows  the  vaginal 
slit  of  the  shape  of  the  letter  H.  The  portions  of  the 
slit  extending  backward  and  somewhat  outward  are  called 
the  vaginal  sulci  or  furrows.  They  are  directions  of 
diminished  resistance  in  which  teai-s  are  liable  to  occur. 


^ 


CHAPTER  VI. 
INJURIES  TO  THE  PERINEUM. 

The  injuries  to  the  perineum  that  may  result  from 
childbirth  are  classified  according  to  the  position  or  the 
direction  and  extent  of  the  laceration.  They  are  as 
follows:  slight  median  tear;  median  tear  involving  the 
sphincter  ani;  tear  in  one  or  both  of  the  vaginal  sulci; 
subcutaneous  laceration  of  the  muscles  and  fascia. 

All  these  injuries  demand  operative  treatment.  The 
operation  for  the  repair  of  injuries  to  the  perineum  is 
called  perineorrhaphy.  It  is  called  immediate  or  pri- 
mary, intermediate,  and  secondary  perineorrhaphy,  ac- 
cording to  the  time  after  the  receipt  of  the  injury  at 
which  the  operation  is  performed.  The  primary  operation 
is  done  during  the  first  twenty-four  hours.  The  primary 
operation  should  always  be  performed.  A  careful  inspec- 
tion of  the  perineum  and  the  posterior  vaginal  wall  should 
always  be  made  after  labor,  and  any  laceration  should 
be  repaired  within  twenty-four  hours.  The  advantages 
of  the  primary  operation  are  many.  The  parts  are 
usually  so  numb  that  it  is  not  necessary  to  administer  an 
anesthetic.  No  denudation  is  iiecessar>',  and  therefore 
no  tissue  need  be  sacrificed.  The  woman  is  spared  the 
pain  and  discomfort  of  granulation  and  cicatrization. 

The  bad  results  that  follow  neglect  of  the  primary 
operation  are  very  numerous,  and  will  be  studied  here- 
after. The  injured  muscles  retract,  and,  being  function- 
ally useless,  undergo  atrophy,  and  when  finally  repaired 
never  possess  their  former  strength.  Involution  in  the 
vagina  and  the  uterus  may  be  arrested,  and  all  the  disas- 
ters incident  to  subinvolution  may  appear.  Vaginal 
and  uterine  prolapse  occur;  the  natural  supports  of  the 
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vagina  and  uterus  become  stretched,  and,  though  after- 
ward the  perineum  may  be  restored,  yet  it  may  be  found 
impossible  to  retain  the  uterus  in  its  proper  position.  It 
is  always  good  surgery  to  repair  an  injury  as  soon  as 
possible. 

When  practicable,  a  certain  amount  of  preparation  of 
the  patient  should  be  made  before  the  operation  of  per- 
ineorrhaphy. This  is  most  easily  effected  before  the 
intermediate  and  secondary  operations.  The  vagina 
and  the  vulva  should  be  sterilized,  and  the  intestinal 
tract  should  be  emptied.  Thorough  evacuation  of  the 
bowels  is  most  important  when  the  sphincter  ani  has 
been  injured,  because  it  is  desirable,  after  operation 
for  this  lesion,  that  the  bowels  should  not  be  moved  for 
five  or  six  days.  A  saline  purgative  should  be  admin- 
istered on  an  empty  stomach  about  five  hours  before  the 
operation,  and  a  rectal  injection  of  soap  and  water 
should  be  administered  about  one  hour  before  the  ope- 
ration. Whatever  purgative  be  employed,  it  should  be 
administered  at  such  a  time  that  its  action  shall  have 
ceased  by  the  time  of  the  operation.  If  this  precau- 
tion is  not  observed,  there  may  be  a  discharge  of  feces 
that  will  infect  the  wound  and  interfere  with  the  man- 
ipulations. 

For  operation  upon  the  perineum  the  woman  should 
be  placed  in  the  dorso-sacral  position  (Fig.   i,  page  25). 

The  intermediate  operation  is  performed  during  the 
granulation  period — ten  days  or  two  weeks  after  labor. 
At  this  time  the  raw  surfaces  are  covered  with  granula- 
tion-tissue and  bathed  with  pus.  The  edges  of  the  wound 
and  the  surrounding  tissue  may  be  hard  and  swollen 
from  infiltration  with  inflammatory  products.  In  the  in- 
termediate operation  it  is  necessary  to  administer  an  anes- 
thetic or  to  anesthetize  the  parts  locally  wMth  a  10  per 
cent,  solution  of  cocaine. 

All  cicatricial  tissue,  granulation-tissue,  and  rough 
edges  should  be  scraped  away  with  the  knife,  the  scis- 
sors,  or  the  curet.      The  raw  surfaces  should   be  thor- 
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oughly  washed  with  a  50  per  cent,  solution  of  peroxide 
of  hydrogen  and  a  i  :  1000  solution  of  bichloride  of  mer- 
cury.    The  sutures  should  then  be  introduced. 

The  secondary  operation  is  performed  at  any  time  after 
cicatrization  has  occurred — often  many  years  after  the 
receipt  of  the  injury.  This  operation  is  at  present  one 
of  the  commonest  in  gynecology,  because  the  injury  is 
not  detected,  is  neglected,  or  is  improperly  repaired  after 
labor.    In  the  secondary  operation  an  anesthetic  is  neces- 


FiG.  24. — Emmet's  perineal  scissors. 


sary.  The  mucous  membrane  must  be  removed  or  de- 
nuded on  the  posterior  wall  and  about  the  mouth  of  the 
vagina,  in  order  that  the  lacerated  structures  may  be 
brought  again   in   apposition.     The   denudation   is   best 


Fig.  25. — Curved  scissors  for  denuding. 

made  by  means  of  scissors  curved  on  the  flat  (Figs.  24 
and  25). 


Fig.  26. — Tcnacula  for  plastic  operations. 

The  strip  of  mucous  membrane  to  be  removed  is  picked 
up  with  a  tenaculum  (Fig.   26)  or  with  tissue  forceps 
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th  the  blades  parallel! 


(Fig. 


evenly,  in  one  piece  if  possible.     A  similar  contiguous 
strip  is  removed,  and  so  on  until  the  necessary  surface  is 


— Sponge-h  older 


tbaie.  Sponges  ic  holders  (Fig.  28)  or  continuous  irri- 
gation may  be  used  to  remove  blood. 
For  all  operations  on  the  perineum  round-pointed 
needles  curved  at  the  tip  should  be  used  (Fig.  29).  The 
tissues  are  always  sufficiently  soft  for  the 
I      .^  passage  of  such  a  needle.     A  needle  with 

_  ^  a  cutting  edge  is  unnecessary  and  may 

increase  the  bleeding. 

The  needle  may  be  held  in  any  kind 
of  needle-holder  preferred.  The  Kmmet 
needle-holder  (Fig.  30)  is  very  conve- 
nient. 

The   point   of    the   needle   should   be 

'  guided  and  held  by  the  tenaculum.     The 

iG,  »9.— Emmei's     tenaculum   must    always   be   held    in   a 

perioHd  oeedle.       plane    parallel   with    the    plane   of    the 


needle-holder;   otherwise   the   needle-point   may   escape 
from  the  embrace  of  the  tenaculum. 
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Silver  wire  and  silkworm  gut  are  the  best  sutures  in 
the  operation  of  perineorrhaphy. 

The  suture  is  conveniently  attached  to  the  needle  by 
means  of  a  silk  carrier  (Fig.  31). 


Fig.  31. — Perineal  needle  with  silk  carrier. 

The  sutures  may  be  fastened  by  passing  the  ends 
through  a  perforated  shot  which  is  slipped  down  to  the 
line  of  union  and  compressed  by  the  shot-compressor 
(Fig.  32).     All  blood  should  be  carefully  removed  from 


Fig.  32. — Shot-compressor. 

the  surfaces  that  are  brought  together.  The  sutures 
should  only  be  sufficiently  tense  to  produce  accurate  ap- 
position. A  light  gauze  drain  should  be  introduced  in 
the  vagina,  and  should  be  removed  in  forty-eight  hours. 
Afterward  one  vaginal  douche  of  about  a  quart  of  warm 
bichloride  solution  (i  :  2000)  should  be  administered  every 
day.  After  the  douche  the  labia  should  be  separated  and 
the  vagina  carefully  dried  by  cotton  held  in  dressing-for- 
ceps. Except  in  those  cases  in  which  the  sphincter  ani 
is  involved,  the  bowels  may  be  moved  on  the  second  or 
third  day.  The  woman  should  stay  in  bed  for  two  weeks, 
at  the  end  of  which  time  the  sutures  should  be  removed. 
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She  should  avoid  heavy  lifting,  long  standing,  and  bi- 
cycle- or  horseback-riding  for  two  months  after  the  ope- 
ration. Constipation  should  always  be  avoided.  Coitus 
may  be  resumed  six  weeks  after  operation. 

The  special  fonns  of  operation  will  be  discussed  in  the 
consideration  of  the  varieties  of  perineal  injury. 

Slight  Median  I,aceration  of  the  Perineum  — In 
this  injury  the  tear  Ukes  plit,e  throut^h  the  tourchette 
Posteriorly  it  may  extend 
as  far  as  the  sphincter  am 
muscle.  Upward  it  may 
extend  for  an  inch  up  the 
posterior  v^iiial  wall  The 
appearance  of  this  tear  is 
shown  in  Fig.  33.  It  will 
he  noted  tliat,  as  this  tear 
takes  place  in  the  mediin 
line,  none  of  the  muscles 
that  support  the  perineum 
are  involved,  nor  are  the 
planes  of  fascia  injured. 
The  perineum  is  slightly 
split,  and  the  insertions  and 
origins  of  the  muscles  and 
the  fascia  are  slightly  sep- 
arated. The  supporting 
structures  of  the  perineum 
and  the  pelvic  floor  are, 
however,   uninjured. 

If  this  tear  is  detected 
after  labor,  it  sliouM  be  closed  by  the  immediate  opera- 
tion. A  slight  tear  involving  chiefly  the  cutaneous 
aspect  of  the  perineum  should  be  closed  by  three  or  four 
snlnres  introduced  from  the  outside,  as  in  Fig.  33.  The 
needle  should  be  introduced  about  a  quarter  of  an  inch 
from  the  edge  of  the  wound.  It  .should  not  be  passed 
parallel  with  the  plane  of  the  lacerated  surface,  but 
should  be  swept  outward  and  then   inward  toward  the 


Fia  33.— Recent  sliRhl 
laceration  of  the  perineum 
inlroiluced. 
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angle  at  the  bottom  of  the  tear  (Fig.  34).     It  may  either 
emerge  at  the  angle  and  be  re-introduced,  or  it  may  be 


the  sulure  for  closure  of  alighl  perineal  lacernl 


melhod  of  passing 


passed  directly  through  to  the  skin-margin  on  the  oppo- 
site side  of  the  wound.  If 
the  suture  is  passed  in  this 
way,  there  will  be  perfect  ap- 
position throughout  the  whole 
surface  of  laceration.  If  the 
sutures  are  improperly  passed, 
there  may  result  only  apposi- 
tion of  the  skiu-edges. 

If  the  laceration  extends 
up  the  posterior  vaginal  wall, 
two  sets  of  sutures  must  be 
introduced — one  on  the  vag- 
inal aspect  of  the  tear,  and 
one  on  the  skin  aspect  (Fig. 
35)- 

The  secondarj-  operation 
of  perineorrhaphy  is  not  in- 
dicated in  slight  median 
lacerations  of  the  perineum 
that  may  have  been  neglected 
at  the  time  of  labor,  as  the 
integrity  of  the  pelvic  floor 
is   practically    unaffected     bv 

■'"  ^ '^^■^-  them. 

Median  Tear  iavoX-vins  the  Sphincter  Ani. — In  this 


ing  up  llie 


n  of  ihe  ]icrineu 


sU(;lit   meilian 
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form  of  injury  the  laceration  takes  place  in  the  median 
line  and  extends  backward  through  the  sphincter  ani 
muscle,  and  perhaps  upward  for  one  or  more  inches 
through  the  recto-vaginal  septum.  Permanent  inconti- 
nence of  feces  results. 

Though  this  is  a  most  extensive  injury  attended  by 
most  unpleasant  results,  yet  it  will  be  seen  that  none  of 
the  supporting  structures  (the  fascia  and  the  muscles)  that 
support  the  pelvic  floor  are  injured  by  it. 

The  perineum  is  split  in  the  middle,  but  the  muscles 
attached  to  it,  being  niiinjiired,  are  still  able  to  draw  the 
two  halves  of  the  perineum  forward,  thus  supporting  the 
posterior  vaginal  wall  and  keeping  the  vagina  closed. 
There  is  but  ver>-  little  tendency  to  separation  of  the  two 
parts  of  the  split  perineum  by  lateral  traction,  the  only 
muscle  that  acts  at  all  in  this  direction  being  the  feeble 
transverse  perineal  muscle. 

Therefore,  though  there  is  loss  of  power  of  the  sphinc- 
ter ani  muscle,  yet  in  this  injury  the  woman  maj-  not 
suffer  any  of  the  consequences  of  loss  of  power  in  the 
support  of  the  pelvic  floor,  such  as  vaginal  and  uterine 
prolapse. 

After  laceration  of  the  perineum  through  the  .sphincter 
ani  the  divided  muscle  retracts  so  that  it  embraces  only 
the  posterior  margin  of  the  anus.  If  the  injury  be  not 
repaired  immediately,  retraction  and  atrophy  progress,  so 
that  iu  time  the  sphincter  muscle,  lying  posterior  to  the 
anal  opening,  may  be  but  half  an  inch  in  length  and  of 
ver>-  much  less  than  its  normal  thickness.  Cicatrization 
takes  place,  and  the  parts  present  the  appearance  shown 
in  Fig.  37. 

Notwithstanding  the  atrophy  and  retraction  of  the 
muscle,  continence  may  be  re-established  by  operation, 
though  many  years  may  have  elapsed  since  the  receipt  of 
the  injury. 

Notwithstanding  the  very  obvious  reasons  for  the  per- 
formance of  the  immediate  operation  for  the  relief  of 
ibis  condition,   it  is  yet  very  often   neglected,   and   the 
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gj'necologist  is  called  upon  to  repair  the  injury  many 
years  after  its  occurrence. 

The  important  part  of  the  operation  for  this  injury 
consists  in  the  repair  of  the  muscle.  In  many  operations 
the  recto- vaginal  septum 
is  repaired  and  the  cutane- 
ous portion  of  the  peri- 
neum is  repaired,  but  the 
operator  fails  to  secure  in 
his  sutures  the  sphincter 
ani  muscle,  and  conse- 
quently the  incontinence 
is  not  cured  (see  Fig.  36). 
The  mistake  often  made  is 
that  the  sutures  that  are 
introduced  to  close  the  an- 
terior margin  of  the  anus 
are  inserted  too  far  forward 
and  too  far  out  to  catch 
the  ends  of  the  sphincter 
ani  muscle,  which  has  re- 
tracted so  that,  in  some 
cases,  it  lies  altogether  be- 
hind the  anal  opening. 
Or,  perhap-s  only  the  outer  fibers  of  the  sphincter  ani  are 
included  in  the  suture,  and  partial  incontinence  results. 
The  position  of  the  sphincter  ani  muscle  is  indicated 
by  the  corrugated  or  wrinkled  skin  overlying  it.  The 
ends  of  the  muscles,  being  retracted,  do  not  He  in  the 
plane  of  the  laceration,  but  their  position  is  marked  by 
a  depression  or  dimple  (Fig,  37). 

The  technique  of  the  primary  operation  is  included  in 
a  consideration  of  that  of  the  secondary  operation,  the 
only  difference  being  that  in  the  latter  operation  denuda- 
tion is  necessar\\ 

The  parts  should  first  be  denuded,  so  that  they  present 
the  same  raw  surface  that  was  exposed  in  the  original 
laceration. 


sphincler   ani.       The 
been  inctuiled  l>y  llir 
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The  lower  end  of  the  recto-vaginal  septum  that  forms 
the  anterior  margin  of  the  anal  opening  is  usually  thin 
and  cicatricial  where  the  mucous  membranes  of  the 
vagina  and  rectum  unite.  All  this  cicatricial  tissue 
should  be  cut  away,  and  the  mucous  membrane  of  the 
vagina  may  be  drawn  forward  and  separated  by  dissection 
from  the  mncoHS  membrane  of  the  rectiim,  in  order  to 
make  a  somewhat  broader  surface  through  which  to  pass 
the  sutures. 

Special  care  should  be  directed  to  the  denudation  of 
the  ends  of  the  sphincter  muscle.  The  tissue  lying  at 
the  bottom  of  the  depression  that  marks  the  end  of  the 
sphincter  should  be  picked  up  with  forct-ps  or  a  tenaculum 
and  carefully  cut  away.  In  removing  tissue  attached  to 
the  mucous  membrane 
of  the  rectum  the  opera- 
tor should  avoid  cutting 
the  healthy  portion  of 
this  mucous  membrane, 
as  bleeding  from  it  is 
often  annoying. 

The  first  suture  should 
be  introduced  at  the  mar- 
gJD  of  the  anal  opening, 
within  the  area  of  corru- 
gated skin  that  marks  the 
position  of  the  muscle, 
and  behind  the  depres- 
sion that  marks  the  end 
of  the  muscle.  The  end 
of  the  muscle  may  be 
seized  with  a  tenaculum 
or  with  tissue- forcepsand 
drawn  out  to  ensure  that 
the  suture  includes  mus- 
cular tissue.  The  needle 
is  then  passed  near  the  edge  of  the  rectal  mucous  mem- 
brane to  the  apex  of  the  tear  in  the  rccto-vagiual  septum, 


Fic.  37.— All  olii  l.icciiiliiiii  thiciiigli 
■he  sphincter  rnii.  The  sphincter  muade 
lies  Liehind  the  and  <i|.>ening.  Its  position 
ii  indicated  by  the  triinkled  skin;  its  ends 
are  Diuked  by  the  deprcssiotiE  oti  each 
Hide  of  tbe  anal  opening. 
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whence  it  emerges.  It  is  re-iutroduced  here,  and  passed 
in  a  similar  manner  to  emerge  upon  the  opposite  side, 
behind  the  other  end  of  the  sphincter  ani  muscle  (Fig. 
38).  This  suture  is  introduced  very  near  the  edge  of 
the  wound,  so  that  there  may  not  be  any  inversion  of 
skin  to  prevent  perfect  apposition  of  the  ends  of  the 
muscle.  In  case  there  has  been  much  retraction  of 
the  sphincter  ani  muscle,  the  ends  of  the  suture  may 
appear  to   lie   behind   the   anal   opening.       The   second 


^Coinplcled  ojKralion.  The 
iicralion.  The  nnnl  opening  is  surroundcii  by  ihe  sphinc- 
s  |>a«i  ihrough     ter.      One   shot  has  disappeared   in  the 


suture  is  introduced  somewhat  outside  of  the  tirst — stil!, 
however,  within  the  area  of  the  sphincter  muscle — and 
is  passed  in  a  similar  manner  to  emerge  in  the  apex  of 
the  recto-vaginal  tear  anterior  to  the  first  suture.  The 
remaining  sutures  to  close  the  perineum  are  passed  as 
already  described  in  the  operation  for  slight  median  tear 
of  the  perineum.     When  the  .sutures  are  shotted,  great 
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care  mnst  be  exercised  in  making  perfect  apposition  of 
tlie  parts  brought  together  by  the  first  two  sutures. 
Sometimes  such  apposition  is  more  easily  secured  by 
shotting  the  anterior  perineal  sutures  first.  When  the 
operation  is  completed  the  first  suture  through  the 
sphincter  is  sometimes  drawn  upward,  so  that  it  disap- 
pears in  the  anal  opening.  If  the  muscle  has  been  prop- 
erly secured,  it  will  be  observed  that  the  anal  opening 
is  surrounded  by  the  ring  of  wrinkled  or  corrugated  skin 
(P'g-  39)- 

After  this  operation  the  bowels  should  not  be  moved 
for  five  or  six  days.  The  intestinal  contents  should 
then  be  rendered  as  soft  as  possible  by  the  administra- 
tion of  small  repeated  doses  of  some  saline  purgative, 
as  Rochelle  salts  5J,  every  hour  for  five  or  six  hours. 
If  the  woman  feels  that  she  may  have  difficulty  in 
having  a  passage,  a  rectal  injection  of  a  pint  of  soapsuds 
and  warm  water  should  be 
very  carefully  adminis- 
tered. The  nozzle  of  the 
syringe  should  be  well 
greased  and  passed  along 
the  posterior  margin  of 
the  anal  opening.  After 
this  the  bowels  should  be 
moved  every  forty-eight 
hours.  The  sutures  should 
be  removed  at  the  end  of 
two  weeks. 

Laceration  through 
the  Sphincter  Ani,  in- 
volving the  Recto-vag- 
inal Septtun. — 1  n  case 
the  recto-vaginal  septum 
has  been  torn,  it  may  be 
necessary  to  repair  the 
tear  before  operating  on 
the   perineum   and   the  sphincter 
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cases  the  laceration  extends  for  three  or  more  inches  up 
the  septum  (Fig.  40), 

The  edges  of  the  septal  tear  should  be  denuded,  the 
strip  of  tissue  being  cut  away  to  the  line  of  normal  recta! 
mucous  membrane.  Annoying  bleeding  may  occur  if  the 
mucous  membrane  of  the  rectum  is  injured.  The  denu- 
dation may  be  extended  on  the  vaginal  aspect  as  far  as  is 
necessary  to  obtain  a  sufficiently  broad  surface  for  approxi- 
mation. 

The  tear  in  the  septum  should  be  closed  by  interrupted 
sutures  introduced  from  tlie  vagiual  aspect.     Tlie  suture 


FiG.  41.— rJcniidttli 
inlrodueed  lo  dose  ili 
of  tlie  recio-vaginal  sepii 


is  passed  through  the  vaginal  mucous  membrane  at  about 
an  eighth  of  an  inch  from  the  edge  of  the  wound,  and 
emerges  in  the  edge  of  the  rectal  mucous  membrane.  It 
should  not  pass  through  the  rectal  mucous  membrane. 
After  the  sutures  in  the  recto-vaginal  septum  have  been 
shotted,  the  operator  may  proceed  to  repair  the  perineum 
and  the  sphincter  ani  muscle  (Figs.  41,  42). 
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There  is  a  variety  of  perineal  laceration  (between  the 
first  slight  median  laceration  and  the  second  complete 
laceration  through  the  sphincter  aui)  in  which  only  the 
onter  fibers  of  the  sphincter  muscle  are  injured.  In  this 
injnry  partial  incontinence  results.  The  woman  may  be 
able  to  control  feces  when  the  movements  are  hard,  but 
loses  control  over  liquid  feces  and  flatus. 

There  is  no  loss  of  support  of  the  pelvic  floor,  and  the 
indication  for  operation  is  the  partial  incontinence.  The 
operation  is  performed  in  a  way  similar  to  that  already 
described  for  complete  laceration.  The  ends  of  the  rup- 
tured fibers  of  the  sphincter  muscles  are  usually  indicated 
by  a  slight  depression  on  the  overlying  skin  or  mucous 
membrane. 

I^oceraticra  in  One  or  Both  Vaginal  Sulci. — In 
this  form  of  injury  the  tear  takes  place  not  in  the  median 
line,  but  in  the  direction  of  the  vaginal  sulci  or  furrows. 
The  left  sulcus  is  usually  the  more  deeply  torn. 

In  this  form  of  laceration  the  sphincter  ani  muscle 
usually  escapes  injury;  the  tear  is  directed  toward  the 
ischio-rectal  fossa,  and  the  rectum  and  anus  are  pushed  to 
one  side.  The  structures  of  importance  that  are  injured 
are  the  fascia,  the  levator  ani  muscle,  the  sphincter  mus- 
cle of  the  vagina,  and  perhaps  the  transverse  perineal 
mnscle.  All  the  supportingstructuresof  the  perineum  and 
of  the  posterior  vaginal  wall  are  injured.  If  the  lacera- 
tion be  bilateral,  complete  loss  of  support  of  the  perineum 
and  the  posterior  vaginal  wall  results,  and  if  the  condi- 
tion be  untreated,  all  the  disastrous  consequences  of  loss 
of  support  of  the  perineum  occur — prolapse  of  the  vagina, 
of  the  uterus,  and  of  the  other  pelvic  organs. 

It  is  unusual  that  this  form  of  laceration  is  entirely 
limited  to  one  sulcus,  though  one  is  usually  more  involved 
than  the  other.  When  the  injur>-  is  limited  to  one  side, 
the  perineum  is  still  supported  by  the  muscles  and  fascia 
upon  the  other  side,  and  the  tendency  to  prolapse  is  not 
9Q  marked. 

The  nature  of  this  injury  may  always  be  detected  by 
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examination  after  labor.  The  anterior  v^nal  wall 
should  be  elevated  by  a  retractor,  and  tlie  posterior  wall 
should  be  carefnlly  examined.  An  exterual  tear  of  the 
skin,  generally  in  the  median  line,  usually  accompanies 
laceration  in  the  sulci;  that  is,  the  lacerations  in  the  sulci 
converge  toward  the  fourchette. 

The  immediate  operation  should  always  be  perfonned. 
The  torn  sulci  should  be  closed  by  sutures  introduced  on 
the  posterior  vaginal  wall  (Fig.  43),  and  the  external  tear 


ecciil  perineal  laceration  in 

should  be  closed  by  sutures  introduced  as  in  the  first  form 
of  injury  to  the  perineum,  already  described. 

If  this  form  of  periueal  injury  is  not  repaired  by  the 
immediate  operation,  cicatrization  takes  place,  and  the 
tears  in  the  mucous  membrane  and  in  the  skin  become 
healed.  The  fascia  retracts,  and  thq  integrity  of  the  sup- 
porting planes  of  fascia  is  destroyed.  The  torn  muscles, 
the  inner  fibers  of  the  levator  ani  and  the  sphincter  vag- 
ina:, also  retract  and  cease  to  furuisli  any  support  to  the 
perineum.  In  health  these  muscles  embrace  the  lower 
portion  of  the  posterior  vaginal  wall  like  a  sling,  draw- 
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iDg  it  toward  the  symphysis  pubis;  after  laceration  in  (he 
sulci  the  support  of  one  or  both  of  the  arms  of  the  sling 
is  destroyed. 

The  scars  upon  the  mucous  membrane  and  on  the  skin 
in  time  become  faint,  with  diflSculty  perceptible.  By 
elevating  the  anterior  vaginal  wall  and  closely  inspecting 
the  posterior  wall  immediately  within  the  ostium  vagina? 
we  may  detect  a  fine  irregular  white  line  running  in  tlie 
direction  of  the  vaginal  sulcus  and  dividing  the  normal 
transverse  ridges  and  furrows  of  the  vaginal  mucous 
membrane.  This  is  the  only  sign  of  former  injury  to 
the  vaginal  mucous  membrane.  The  injury  to  the  under- 
lying structures— the  supporting  structures  of  the  peri- 
neum, the  muscles  and  the  fascia — is  indicated  by  certain 
cbaracteristic  and  unmistakable  signs,  The.se  signs  are 
best  TtKJOgnized  after  a  careful  study  of  the  normal  uniu- 
jnred  perineum. 

If  an  uninjured  woman  be  placed  in  the  lithotomy 
position  and  the  perineal  region  be  carefully  examined, 
we  observe  the  following  points: 

The  anus  is  not  prominent:  it  is  drawn  upward  and 
forward;  the  anal  cleft  is  deep. 

The  perineum,  or  the  surface  between  the  anus  and  the 
fourchette,  is  shallow;  the  distance  from  the  anus  to  a 
fixed  point  like  tlie  external  meatus  is  relatively  short : 
this  surface  is  more  or  less  convex,  showing  muscular 
tonicity. 

If  the  labia  are  separated,  it  will  be  observed  that  the 
anterior  and  posterior  vaginal  walls  are  in  close  apposi- 
tion. If  the  woman  is  made  to  strain  or  to  bear  down, 
the  vaginal  walls  appear  to  come  into  close  contact;  the 
perineum  is  pushed  directly  downward,  and  becomes  more 
prominent  under  the  increased  intra-abdominal  pressure, 
but  there  is  no  tendency  to  eversion  or  rolling  out  of  the 
vaginal  walls. 

If  the  vulva  is  pricked  with  a  needle,  reflex  muscular 
action  is  immediately  observed:  the  anus  is  drawn  still 
more  upward  and  forward;  the  perineum   is  shortened; 
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the  ostium  vaginae  is  closed  more  firmly  by  the  draw- 
ing forward  of  the  posterior  margin  of  the  opening. 
The  test  shows  that  the  muscles  supporting  the  perineum 
are  intact. 

If  the  finger  be  introduced  into  the  vagina  and  be 
pressed  backward  and  outward  in  either  vaginal  sulcus, 
resisting  structures  are  felt.  There  seems  to  be  a  band, 
perhaps  half  an  inch  in  breadth,  immediately  within  the 
ostium  vaginae,  that  holds  forward  the  perineum  and  the 
posterior  vaginal  wall  and  resists  the  pressure  of  the 
finger. 

Compare  these  characteristic  features  of  the  uninjured 
perineum  with  what  we  observe  in  a  woman  in  whom 
there  has  been  an  untreated  laceration  of  the  perineum 
in  the  vaginal  sulci.  Here  the  supporting  structures  of 
the  perineum  have  been  destroyed. 


*  *  -^ 

A  B  C 

Ku;.  44. —  Diagram  showing  the  sling  of  muscle  and  fascia  sup|x>rtiiig  the 
(^erineum  ana  the  ix>stcriv^r  v.i«;inal  wall.  In  a  the  jxirts  are  intact;  in  B  there 
has  been  a  laceration  in  the  left  vaginal  sulcus ;  in  c  there  has  been  a  laceration 
in  K^h  sulci;  a  siiturv  has  l>een  inmnluceil  on  the  right  side. 

The  anal  cleft  is  shallow.  The  anus  is  prominent;  the 
surrounding  structures  present  the  apj^arance  of  relaxa- 
tion. The  |x?rineum  is  deep:  the  distance  from  the  anus 
to  the  external  meatus  is  longer:  the  anus  has  reallv 
droppeil  luck.  The  skin-surface  of  the  perineum  is  flat 
and  relaxed. 

If  the  labia  are  sejviraled,  the  anterior  and  posterior 
vaginal  walls  will  not  Ik'  found  in  close  apix>sition.     The 
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ostium  vaginae  is  patulous  and  gaps  open  (Fig.  45).  If 
the  woman  is  made  to  bear  down,  the  anterior  and  pos- 
terior vaginal  walls  ate  not  pushed  together;  they  are 
rolled  out  and  protrude  through  the  ostium  vagin^e. 

If  the  vulva  is  pricked  with  a  needle,  the  woman  draws 
herself  away  ;  there  is  uo  reflex  muscular  action,  closing 
the  vagina  and  drawing  up  the  anus.  The  muscles  of 
the  perineum  have  been  destroyed. 

If  the  finger  is  introduced  in  the  vagina  and  pressed 
backward  and  outward  in 
either  vaginal  sulcus,  the 
tissues  are  yielding  and 
soft ;  no  supporting  sling 
of  muscle  and  fascia  is 
felt. 

These  phenomena  have 
an  unmistakable  mean- 
ing, and  indicate  clearly 
the  loss  of  the  support- 
ing structures  of  the  pel- 
x-ic  floor. 

The  student  should 
acquire  familiarity  with 
these  tests  by  repeated 
experiments  on  injured 
and  uninjured  women. 
It  will  easily  be  under- 
stood that  the  same  phe- 
nomena characterize  the 
fourth  form  of  injury  to 
tlje  perineum — the  sub- 
cutaneous laceration. 

A  periueura  in  this  con- 
dition is  often  said  to  be 
relaxed.       It    is    relaxed 
because  the    muscular   and    fascial   supports  have   been 
destroyed. 

Treatment. — The  treatment  is  directed  to  the  restora- 


Fig.  45. — An  old  Inceralion  of  the 
perineum  in  both  sulci.  Reclocele.  Tlie 
moulh  of  Ihe  vagina  is  held  open  to  stiow 
the  appearance  of  Ihe  parts  be(oie  opem- 
lion  :  a,  apex  of  Ihe  rectocele. 
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tion  of  these  supports.  Bach  vaginal  sulcus  must  be 
denuded,  so  that  the  condition  existing  in  the  recent 
injury  (Fig.  43)  is  reproduced,  and  the  sutures  must  be 
passed  so  that  the  retracted  muscles  and  the  fascia  are 
brought  back  to  tlieir  normal  attachments.  The  best 
method  of  operating  for  this  condition  has  been  devised 
by  Emmet. 

Emmets    Operation   (Figs.    45-55). — When   the   labia 


Fig.  46,— The  lectoccle  is  wiied 
wilh  Ihe  tenaculum  al  a,  anii  is  drawn 
to  the  riphl,  exposing  ihc  left  vaginaj 
sulcus,  a,  *,  c,  which  mual  be  denudEd. 
The  (mini  b  should  \x  secured  with  a 
tctuculum  before  denuding. 


have  been  separated,  it  will  be  observed  that  there  is  a 
bulging  or  prominence  of  the  tower  portion  of  the  poste- 
rior vaginal  wall,  which  is  called  a  rectocele.     Tlie  most 
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prominent  point  or  the  apex  of  the  rectocele  should  be 
held  by  a  tenaculum  or  by  a  silk  ligature  passed  imme- 
diately beneath  the  mucous  membrane. 

This  point  should  be  such  that  it  may  without  undue 
traction  be  drawn  to  either  orifice  of  the  vulvo-vaginal 
glands. 

If  the  apex  of  the  rectocele  is  drawn  to  one  side,  there 


\ 


Fig.  4S.— The  lefi  sulcus  denuded. 


Fw.  49. — ISolh  sulci  denuded. 


is  formed  on  the  other  side  a  triangular  area  (Fig.  46,  a, 
b,  c).  The  base  of  this  area  [a,  c)  is  at  the  ostium  vagiuie. 
The  inner  side  (d,  b)  runs  along  the  side  of  the  rectocele. 
The  outer  side  {b,  c)  runs  along  the  lateral  vaginal  wall. 
The  apex  b  is  approximately  the  highest  point  of  the 
tear  in  the  sulcus.  The  angle  r  i.s  immediately  below 
the  orifice  of  the  vulvo-vaginal  gland.  The  angle  b  is 
fixed  b>'  a  tenaculum  held  by  an  assistant,  and  the  tri- 
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ang;u1ar  area  is  denuded.  The  denuded  area  does  not 
correspond  exactly  with  the  original  tear  in  the  sulcus, 
but  the  denudation  exposes  the  sulcus,  so  that  sutures 
may  be  passed  in  such  a  way  as  to  include  the  muscles 
and  fascia.  The  sulcus  on  the  opposite  side  is  then 
denuded  in  a  similar  uiauner,  and  the  lower  face  of  the 
rectocele  is  denuded.  It  is  best  to  begin  the  denudation 
by  seizing  with  tissue-forceps  the  nmcous  membrane  of 


Flo.  JO. — inl rail QCL ion   of    the   su-       Fm.  51.— Sulurea  inlra 
tUIWi.       The   piiiiil    nf    ihe    emerging  sulci. 

needle  is  helil  iiy  the  teiiBCuluni. 

the  posterior  vaginal  wall  at  the  ostium  vaginx,  at  the 
junction  of  skin  and  mucous  membrane,  and  to  remove 
contiguous  strips  of  tissue  by  cutting  upward  toward  the 
apex  of  the  vaginal  sulcus  (Fig.  47), 

In  the  denudation  no  skin  is  sacrificed.     The  denuda- 
tion is  not  carried  below  the  line  of  junction  of  vaginal 
;  membrane  with  skin. 
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Gach  sulcus  is  clased  by  sutures  separately,  as  in  the 
immediate  operation.  The  first  suture  is  passed  across 
the  upper  angle  d. 


Fw.  5i._MethiHl  of  securing 
« rlh  |irir<UH(eiI  shul. 


Fic,  s3.^Bolh  sulci  are  closed. 
The  support  of  Ibe  perineum  is  re- 
alored.  The  jxisteiiui  wall  of  the  va- 
ginais  brought  foraartl.    The  rectocele 


The  second  suture  is  introduced  about  an  eighth  of  an 
inch  from  the  edge  of  the  mucous  membrane  on  the  left 
vaginal  wall,  is  passed  backward,  downward,  and  out- 
ward so  as  to  grasp  retracted  muscular  fibers,  and  is  made 
to  emerge  at  the  bottom  of  the  sulcus.  It  is  then  re- 
introduced and  passed  forward  between  the  mucous  mem- 
brane of  the  rectum  and  the  denuded  surface,  and  some- 
what upward,  to  emerge  on  the  edge  of  the  mucous 
membrane  of  the  rectocele.     A  third  and,   if  necessary, 


«>ary,  - 
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a  fourth  suture  are  passed  in  a  similar  manner.     Similar 
sutures  are  then  passed  to  close  the  right-hand  sulcus. 

The  sutures  thus  far  introduced  are  sufficient  to  close 
the  sulci,  aud  therefore  to  restore  the  supjxirtiug  struc- 
tures   of    the   perineum.       The   remaining  sutures    are 


pure  lliig  figure  with  that  repreienl- 
ing  ihe  condilian  of  the  pans  before 
operation  (Fig.  45). 

merely  to  close  the  skin-perineum.  The  first  of  these 
sutnres  is  called  the  crown  suture.  The  needle  is  intro- 
duced on  the  cutaneous  aspect  of  the  perineum,  at  the 
anterior  end  of  the  lateral  denudation.  It  passes  out- 
side of  the  denuded  area,  and  emerges  within  the  de- 
nuded area,  at  the  edge  of  the  mucous  membrane  of  the 
vagiual  wall,   immediately  below  the  last  suture   of  the 
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sulcus.  It  is  then  passed  so  as  to  transfix  the'  rectocele 
beneath  the  mucous  membrane,  and  across  the  lateral 
denudatiou  on  the  other  side.  When  this  suture  is  shotted 
the  fourcbette  is  restored.  A  second  suture  behind  the 
crown  suture  is  usually  necessary  to  complete  the  clos- 
ure of  the  skin-perineum. 

The  sutures  in  the  sulci  are  shotted  first,  then  the  ex- 
ternal sutures  are  shotted. 

The  second  and  third  varieties  of  perineal  iujur>-  are 
sometimes  found  associated  in  women  who  have  borne 
more  than  one  child,  the  injuries  having  in  all  probability 
occurred  at  different  labors.  In  such  a  case  the  sulci 
should  be  denuded  and  closed  as  already  described,  and 
then  the  skin-peri ueuni  and  the  sphincter  ani  should  be 
repaired. 

Snbcntaneous  I^aceratioti  of  the  Muscles  and 
Fascia.— The  fourth  variety  of  injury*  to  the  perineum — 
subcutaneous  laceration  of  the  muscles  and  fascia — is  not 
uncommon.  The  structures  which  compose  the  pelvic 
6oor  are  of  different  degrees  of  elasticity,  and  sometimes 
the  mucous  membrane  and  skin  at  the  vaginal  outlet  will 
stretch,  and  not  rupture,  before  the  advancing  head  of 
the  child,  while  the  underlying  structures — the  muscles 
and  fascia — may  give  way.  Therefore  the  injury  is  said 
to  be  a  subcutaneous  laceration.  The  sphincter  ani  is 
never  involved  in  this  form  of  injury.  The  injury  always 
takes  place  in  the  direction  of  the  vaginal  sulci,  and  the 
supporting  muscles  of  the  pelvic  floor  and  the  planes  of 
fascia  are  the  structures  which  are  torn.  The  disability 
is  exactly  the  same  as  in  the  third  variety  of  perineal 
tear,  with  the  absence  of  laceration  of  mucous  membrane 
and  skin. 

It  is  not  to  be  expected  that  this  injury  will  be  posi- 
tively recognized  at  the  time  of  labor,  and  therefore  the 
immediate  operation  cannot  be  applied  to  it.  The  condi- 
tion is  often  described  as  relaxation  of  the  perineum. 
The  disabilities  following  this  injury,  and  the  tests  by 
which   it  may  be  recognized,   are  identical  with  those 
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already  described  under  old  lacerations  in  the  sulci. 
The  treatment  is  also  the  same.  The  vaginal  sulci  must 
be  denuded  as  though  the  mucous  membrane  had  in 
reality  been  torn,  and  the  sutures  must  be  introduced  in 
such  a  way  as  to  bring  back  the  muscles  and  the  fascia 
to  the  former  attachments. 


RESULTS  OF  LACERATION  OF  THE  PERINEUM. 

Hectocele. — A  rectocele  {Fig.  56)  is  the  tumor  formed 
by  llie  protrusion  of  the  lower  part  of  the  posterior  vag- 
inal wall  into  the  vagina  or 
through  the  ostium  vaginse 
The  condition  is  due  to  a 
prolapse  of  the  posterior  ( 
vaginal  wall,  and  is  caused 
by  the  loss  of  the  support 
of  the  perineum,  usually 
the  result  of  laceration  at 
childbirth.  Sometimes  the 
mucous  membrane  of  the 
vagina  alone  prolapses,  the 
anterior  wall  of  the  rectum 
remaining  in  place.  Usii 
ally,  however,  the  anteri' : 
rectal  wall  and  the  posterior 
vaginal  wall  protrude  to 
gether.  If  the  rectocele 
is  not  so  extensive  as  to 
protrude  through  the  os- 
tium, the  woman  may  be 
unaware  of  its  existence.  In  many  cases,  however,  the 
prolapsing  vaginal  wall  protrudes  at  the  vulvar  cleft  when 
the  woman  is  erect,  or  when  she  strains  at  stool  or  per- 
forms work  requiring  heavy  lifting.  The  woman  often 
says  that  under  such  circumstances  the  "womb"  pro- 
trudes. On  account  of  the  accompanying  prolapse  of  the 
anterior  rectal  wall  the  passage  of  feces  does  not  take 
place  in  the  normal  direction,  but  the  fecal  mass  is  forced 
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into  the  pouch  of  the  anterior  wall  of  the  rectum,  and 
straining  efforts  push  it  forward  into  the  vagina.  The 
woman  says  she  feels  as  though  the  passages  were  about 
to  take  place  through  the  vagina.  This  discomfort  is 
relieved  by  pressing  the  rectocele  back  with  the  finger 


Fig.  57. — Median  Hgittil  section  of  the  pelvis  of  a  wcminn  in  whom  there 
has  been  a  laceration  of  Ibe  perineum  in  the  saici,  vith  reclocele  and  cysto 
cele.    Tlie  vagina  is  no  longer  a  cliK>ed  sill. 

during  defecation.  Accumulation  of  feces  in  the  rectal 
pouch  may  result  in  inflammation  or  ulceration.  The 
condition  is  readily  recognized  by  introducing  a  finger 
into  the  rectum,  when  it  will  be  found  lo  enter  the 
rectocele, 

A  rectocele  is  cured  by  Emmet's  operation,  which 
restores  the  support  of  the  perineum  and  the  posterior 
wall  of  the  vagina. 

Cystocele. — A  cystocele  is  a  tumor  formed  by  the  pro- 
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trusion  of  the  lower  part  of  the  anterior  vaginal  wall  into 
the  vagina  or  through  the  ostium  (Fig.  56)-  The  pro- 
lapse of  the  vaginal  wall  is  accompanied  by  prolapse  of 
the  posterior  wall  of  the  bladder.  A  sound  introduced 
into  the  bladder  through  the  urethra  will  be  found  to 
enter  the  cystocele.  This  test,  and  the  soft,  reducible 
character  of  the  cystocele  tumor,  enable  us  to  diagnos- 
ticate between  cystocele  and  cyst  of  the  anterior  vaginal 
wall.  The  condition  is  caused  \>y  a  loss  of  the  support 
of  the  anterior  vaginal  wall  that  is  furnished  by  the  pos- 
terior wall  and  the  perineum. 

In  a  case  of  cystocele  residual  urine  often  remains  in 
the  pouch  of  the  bladder- wall.  In  some  cases  the  woman 
learns  that,  in  order  to  empty  the  bladder,  it  is  necessary 
for  her  to  push  the  cystocele  upward  and  forward  at  every 
act  of  micturition.  The  result  of  this  inability  to  empty 
the  bladder  is  decomposition  of  the  urine  and  resulting 
cystitis. 

Many  cases  of  so-called  irritable  bladder  and  chronic 
cystitis  are  caused  primarily  by  laceration  of  the  peri- 
neum, which  produces  cystocele  or  prolapse  of  the  pos- 
terior wall  of  the  bladder;  and  such  cases  can  be  cured 
only  by  curing  the  cystocele. 

A  cystocele  varies  much  in  size.  Every  long-standing 
case  of  laceration  of  the  perineum  in  the  sulci  presents 
a  certain  degree  of  prolapse  of  the  anterior  vaginal  wall. 
The  tumor  may  remain  within  the  vagina  and  be  rendered 
prominent  only  upon  efforts  at  straining,  or  it  may  pro- 
trude through  the  vulva  as  a  mass  the  size  of  a  duck's 

egg. 

As  a  cystocele  is  caused  by  laceration  of  the  perineum, 

it  can  be  cured  only  by  repair  of  this  laceration.  The 
most  important  part  of  the  treatment,  therefore,  is  peri- 
neorrhaphy, which  should  always  be  performed,  l^sually 
this  operation  is  sufficient.  If  the  anterior  wall  of  the 
vagina  is  supported,  the  tissues  will  recover  their  tonicity 
and  contract,  and  the  tumor  will  disappear. 

In  some  cases,  however,  where  the  mucous  membrane 
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of  the  auterior  vaginal  wall 
has  become  much  stretched 
and  redundant  in  the  nor- 
mal-sized vagina,  it  is  ad- 
visable, in  addition  to  the 
perineorrhaphy,  to  perform 
aplasticoperationonthean- 
teriorwall  in  order  to  dimin- 
ish the  area  of  the  vaginal 
niucons  membrane.  Such 
an  operation  is  called  an- 
terior colporrhaphy.  A  va- 
riety of  operations  of  thi 
kind  have  been  invented. 
The  various  forms  are  mod' 


iperalion  for  cyslocele. 


ified  according  to  the  requirements  of  the  case  and  the 
whims  of  the  operator.       In   one  form  of  operation  ati 
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o\-al  area  is  denuded  (Fig.  58),  and  the  edges  are  braught 
togetlier  by  interrupted  sutures  passed  beneath  the  whole 
denuded  surface. 

lu  Stoltz's  operation  (Fig,  59)  a  circular  area  is  de- 
nuded over  the  most  prominent  part  of  the  cystocele, 
and  a  single  suture  of  strong  silk  is  passed  around 
the  circumference  like  the  puckering-string  of  a  pouch; 
the  center  of  the  circle  is  then  pushed  upward  with 
a  sound,  and  the  puckering-string  is  drawn  tight  and 
tied. 

As  the  transverse  measurement  of  the  vagina  is  greater 
in  the  upper  than  in  the  lower  part,  an  operation  by  which 
a  greater  amount  of  the  excess  of  tissue  is  taken  in  above 
than  below  is  often  desirable.  Such  an  operation  is  rep- 
resented in  Fig.  60.  Two  strips,  about  one-third  to  one- 
half  inch  in  breadth,  are  denuded  on  each  side  of  the 
anterior  wall,  extending  from  the  position  of  the  internal 
arinar>-  meatus  upward  toward 
the  lateral  vaginal  fornices. 
The  length  of  these  strips  va- 
ries with  the  case,  and  depends 
npon  the  size  of  the  upper  por- 
tion of  the  vagina.  It  is  often 
desirable  to  carry  the  denuda- 
tion to  the  level  of  the  external 
OS.  The  denuded  surfaces  are 
brought  into  apposition  by 
nitemipted  sutures.  By  this 
operation  the  whole  caliber  of 
the  vagina  is  narrowed  from 
above  downward.  The  degree 
of  divergence  of  the  denuded 
strips  may  be  determined  by 
seizing  portions  of  tissue  with  tenacula  upon  each  side 
and  bringing  them  together,  thus  determining  the  amount 
of  tension  which  will  be  put  upon  the  sutures.  The  ope- 
ration of  anterior  colporrhaphy  must  always  be  accom- 
panied by  perineorrhaphy.    The  anterior  operation  should 
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be  performed  first.  The  woman  should  be  placed  in  the 
Sims  or  the  dorsal  position. 

Bnterocele. — Enterocele,  or  en tero- vaginal  hernia,  is 
a  rare  condition.  It  consists  of  a  hernia,  or  prolapse,  of 
the  intestine  into  the  vaginal  canal.  Two  forms  of  the 
disease  have  been  described — the  anterior  and  the  poste- 
rior. The  latter  is  the  more  common.  In  the  posterior 
variety  one  or  more  loops  of  the  intestine,  or  the  omen- 
tum, reach  the  bottom  of  Douglas's  pouch  and  push 
the  posterior  vaginal  wall  forward,  so  that  it  encroaches 
upon  the  vaginal  canal  and  in  some  cases  protrudes  from 
the  ostium  vaginae. 

The  causes  of  this  disease  are  not  known.  It  is  prob- 
ably favored  by  loss  of  support  of  the  perineum  and  the 
vaginal  walls.  An  unusually  deep  pouch  of  Douglas 
would  predispose  a  woman  to  this  condition. 

In  the  anterior  form  of  the  disease  the  hernia  occurs  at 
the  bottom  of  the  vesico-uterine  pouch. 

The  posterior  enterocele  may  be  distinguished  from 
rectocele  by  introducing  a  finger  into  the  rectum  and 
one  into  the  vagina,  when  the  prolapsed  intestine  or 
omentum  may  be  felt  between  the  anterior  rectal  wall 
and  the  posterior  vaginal  wall.  The  condition  may  be 
distinguished  from  vaginal  cyst  by  percussion  and  pal- 
pation. 

In  the  treatment  of  enterocele  any  existing  injur)'  to 
the  perineum  should  be  repaired,  and  the  vagina  should 
be  narrowed  by  one  of  the  plastic  operations  already  de- 
scribed. Great  care  should  be  taken  not  to  injure  with 
the  needle  the  intestine  underlying  the  vaginal  wall. 

Subinvolution  of  the  Vagina, — It  should  be  remem- 
bered, in  connection  with  the  subject  of  prolapse  of  the 
vaginal  walls  as  a  result  of  loss  of  the  perineal  support, 
that  there  is  always  present,  also,  a  condition  of  subin- 
volution of  the  vagina.  During  pregnancy  all  the  ele- 
ments of  the  vagina  undergo  a  physiological  hypertrophy 
analogous  to  that  which  occurs  in  the  uterus.  After 
labor  the  vagina  normally  undergoes  certain  changes  by 
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which  it  is  again  approximately  restored  to  the  dimen- 
sions, shape,  etc.  that  existed  before  pregnancy.  This 
change  is  called  the  involution  of  the  vagina.  Anything 
that  arrests  this  process  of  involution  produces  a  state  of 
subinvolution  of  the  vagina  ;  this  structure  is  then  found 
much  larger  and  tnore  relaxed  than  normal,  and  a  cer- 
tain hypertrophy  of  all  the  elements  of  the  vaginal  walls 
persists.  Such  subinvolution  of  the  vagina  is  caused  by 
the  various  pelvic  lacerations,  which,  by  causing  loss  of 
support  to  the  pelvic  vessels,  result  in  a  state  of  passive 
congestion. 

These  redundant  vaginal  structures  usually  disappear 
and  contraction  takes  place  after  the  operation  of  perin- 
eorrhaphy. In  some  cases,  however,  when  the  vagina  is 
ver>'  much  larger  and  more  relaxed  than  normal,  it  is 
advisable  to  remove  some  of  the  excess  of  tissue  by  a 
plastic  operation  on  the  anterior  wall  similar  to  that 
described  for  the  relief  of  cystocele. 


CHAPTER  VIII. 

THE  POSITION  OF  THE   UTERUS  AND   THE  MECH- 
ANISM OF  ITS  SUPPORT. 

The  uterus  nonnally  lies  with  its  anterior  surface  in 
contact  with  the  posterior  aspect  of  the  bladder,  no  in- 
testines intervening.  The  absolute  and  relative  posi- 
tions of  the  uterus  depend  upon  the  degree  of  disten- 


tion of  the  bladder  and  the  position  of  the  woman.  The 
uterus  is  pushed  backward  and  the  fundus  is  turned  up- 
ward by  distention  of  the  bladder.  When  the  woman  ts 
erect  the  uterus  lies  at  a  slightly  lower  level  than  when 
the  woman  is  on  her  back,  and  tlie  intra-abdominal  pres- 
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sure  acting  upon  the  posterior  surface  of  tlie  fundus  turns 
the  uterus  more  forward,  so  that  the  fundus  lies  nearer 
ihe  symphysis  pubis.  Fig.  6i  shows  about  the  normal 
range  of  position. 

It  may  be  said  that  in  the  normal  woman  the  long  axis 
erf  the  uterus  is  approximately  perpendicular  to  the  long 
axis  of  the  vagina  (Fig.  62). 


Median  paginal  section  uf  the  iiiirmal  (cmalc  ;ielvi< 


The  uterus  does  not  surmount  the  vagina  with  the  axes 
of  the  two  structures  in  the  same  line,  as  is  shown  in  some 
anatomical  plates. 

The  cervix  looks  backward  toward  the  coccyx,  from 
the  tip  of  which  it  is  sitnated  0.6  to  1.2  inches. 

The  uterus  is  maintained  in  position  by  a  variety  of 
factors.  The  ligaments,  which  have  been  described,  are 
dgbt  in  niimher — broad  ligaments,  round  ligaments, 
Dtero-«acral  and  utero-vesical  ligaments. 
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With  the  exception  of  the  round  ligaments,  which  are 
muscular  structures,  the  uterine  ligaments  are  fonned  by 
peritoneal  folds,  including  connective  tissue,  blood-ves- 
sels, lymphatics,  and  a  small  amount  of  unstriped  muscle. 

When  the  woman  is  erect  the  insertions  and  origins  of 
the  various  uterine  ligaments  lie  in  the  same  horizontal 
plane.  The  insertion  of  no  ligament  is  higher  than  its 
origin  in  the  uterus;  therefore  these  ligaments  do  not  act 
as  suspensory  ligaments  when  the  uterus  is  in  its  normal 
position.  The  truth  of  this  fact  is  repeatedly  demon- 
strated at  operations.  If  the  cervix  be  caught  with  a 
tenaculum  when  the  woman  is  on  her  back,  the  uterus 
may,  with  but  very  little  force,  be  drawn  downward 
toward  the  ostium  vaginae  to  the  extent  of  one  or  two 
inches;  and  similarly,  by  a  slight  digital  pressure  on  the 
cervix,  the  uterus  may  be  pushed  upward  from  one  to 
two  inches  above  its  normal  position. 

The  ligaments  of  the  uterus  act  as  guys.  They  steady 
it,  and  prevent  too  great  lateral  and  fore-and-aft  move- 
ment; they  do  not,  when  the  uterus  is  in  its  normal  posi- 
tion or  at  its  normal  level,  sustain  it  against  the  force  of 
gravity.  When,  however,  the  uterus,  for  any  reason, 
falls  an  inch  or  more  below  its  normal  level,  the  uterine 
ligaments  become  suspensory  in  character. 

In  the  normal  woman  the  vagina  is  always  closed.  As 
has  already  been  said,  it  is  a  slit  in  the  pelvic  floor,  val- 
vular in  character;  consequently  the  abdominal  and  pelvic 
viscera  may  be  considered  to  be  contained  in  a  closed 
vessel,  in  woman  as  well  as  in  man.  The  uterus  floats  in 
this  closed  vessel  at  a  level  which  is  consistent  with  its 
own  specific  gravity.  If,  for  any  reason,  the  specific 
gravity  of  the  uterus  were  increased,  it  would  sink  below 
the  level  at  which  it  is  normally  situated. 

Since,  normally,  there  is  no  tendency  in  the  uterus  to 
change  its  position,  the  pressure  upon  it  must  be  equal  in 
all  directions.  The  subject  may  perhaps  be  better  under- 
stood by  referring  to  a  few  simple  facts  in  hydrostatics. 
If  a  fluid  contained  in  a  closed  vessel  be  in  a  condition 
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of  equilibrium  so  that  its  various  particles  are  at  rest, 
then  the  pressure  upon  any  particle  is  equal  and  opposite 
in  all  directions  (Fig.  63);  otherwise  the  particles  would 
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Fig.  63. — Vessel   containing  fluid  in  equilibrium.     The   arrows  indicate  the 

direction  of  the  pressure  at  various  points. 

not  be  in  equilibrium,  but  would  move.  The  bottom  of 
such  a  vessel,  however,  is  not,  like  the  particles  of  the 
fluid,  surrounded  on  all  sides  by  the  fluid,  but  above  it  is 
the  fluid,  and  below  it  is  the  atmospheric  air.  Any  point 
upon  the  bottom  of  the  vessel  is  subjected  to  a  downward 
pressure  equal  to  the  weight  of  the  column  of  fluid  above 
the  point;  this  downward  pressure  is  resisted  by  the 
strength  of  the  material  composing  the  vessel.  If  this 
material  be  yielding  or  elastic  in  character,  the  pressure 
above  will  make  the  bottom  protrude  to  a  certain  extent. 
A  ])article  within  the  fluid  (like  X  immediately  above  the 
bottom  of  the  vessel)  will  be  subjected  to  a  downward 
pressure  equal  to  the  weight  of  the  column  of  fluid  above 
it;  but  this  pressure  will  be  counterbalanced  not  by  any 
strength  in  the  particle,  but  by  a  counter-force  acting 
from  below  equal  and  opposite  to  that  acting  from  above. 
A  similar  state  of  things  exists  in  the  female  pelvis. 
The  utenis  floats  at  a  certain  level,  and  the  intra-abdom- 
inal pressure  acting  from  above  is  counterbalanced  by  an 
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equal  force  acting  from  below,  while  the  floor  or  bottom 
of  this  vessel  (part  of  which  is  the  perineum)  is  subjected 
to  a  force  from  above  equal  to  the  intra-abdominal  pres- 
sure, and  this  force  is  opposed  only  by  the  strength  of  the 
perineum  (see  Fig.  64). 


\ 

Fig.  64. — Diagram  representing  the  directions  of  (he  inlm-alidominal  pressure 
upon  the  uterus  in  the  uninjured  woman. 

If  the  vagina  were  an  open  tube  admitting  air,  so  that 
the  uterus  above  was  in  contact  witli  the  contents  of  the 
pelvic  vessel  and  below  with  atmospheric  air,  then  the 
condition  of  things  would  be  altered.  In  this  case  the 
uterus  would  in  reality  become  part  of  the  floor  of  the 
vessel,  and  would  be  subjected  to  a  pressure  from  above 
equal  to  the  intra-abdominal  pressure,  and  to  this  pres- 
sure would  be  opposed  only  the  strength  of  the  uterus 
and  its  attachments.  Such  a  state  of  things  occurs  when 
the  perineum  is  torn  and  the  vagina  becomes  a  patulous 
open  canal,  and  not  a  closed  slit.  Therefore  when  the 
opening  of  the  vagina  is  torn  and  air  constantly  enters 
the  vaginal  canal,  the  normal  hydrostatic  equilibrium  of 
the  pelvic  contents  is  destroyed,  the  resultant  of  the 
forces  acting  upon  the  uterus  is  downward,  and  the 
organ  has  a  tendency  to  fall  or  to  prolapse  (Fig.  65). 

The  normal  perineum  and  vagina  do  not  sustain  the 
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I  any  more  than  the  bottom  of  a  vessel  sustains  any  single 

I  particle  of  fluid  floating  in  it. 

I  When  the  uterus  tends  to  fall  down  or  to  prolapse,  its 

I  progress  is  opposed  at  a  certain  level  by  its  various  attach- 
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ments.  The  ligaments  become  suspensory  in  character  as 
soon  as  their  uterine  attachments  are  below  their  pelvic 
attachments.  The  cellular  tissue,  fat,  blood-vessels,  etc. 
connected  with  the  uterus  restrain  its  downward  motion. 
And,  finally,  this  motion  is  restrained  by  what  has  been 
called  the  "retentive  power  of  the  abdomen,"  which  is 
merely  the  atmospheric  pressure  acting  from  below  on 
the  contents  of  a  vessel  the  top  and  sides  of  which  are 
closed. 

Refer  again  to  a  simple  phj-sical  example :  If  a  glass 
tube  be  filled  with  water,  a  finger  placed  over  one  end, 
and  the  tube  inverted,  the  water  will  not  run  out:  it  is 
sustained  by  atmospheric  pressure  acting  from  below. 
If  the  finger  be  removed,  atmospheric  pressure  also  acts 
from  above,  and  the  water  will  fall.  If  a  hole  be  made 
in  the  side  of  the  tube,  atmospheric  pressure  will  act 
through  it,  and  the  water  below  the  hole  will  fait. 
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In  order  that  the  column  of  water  be  sustained,  the 
sides  of  the  tube  must  be  rigid  or  unyielding.  If  the 
sides  of  the  tube  yielded  slightly  to  atmospheric  pres- 
sure, they  would  sink  in  and  a  certain  amount  of  water 
would  escape. 

The  abdominal  and  pelvic  cavities  in  the  erect  woman 
may  be  considered  ^s  a  tube  filled  with  fluid  contents. 
The  top  of  the  tube  is  closed  by  the  diaphragm ;  the  sides 
are  the  more  or  less  rigid  abdominal  walls  and  the  back; 
the  floor  is  the  perineum.  When  the  floor  is  destroyed  a 
hole  is  made  in  the  bottom  of  the  tube  :  the  contents  tend 
to  fall,  but  the  fall  is  resisted  by  atmospheric  pressure 
acting  from  below.  If  the  diaphragm  and  the  parietes 
were  rigid  as  glass,  there  would  be  no  prolapse,  any  more 
than  there  is  prolapse  of  the  water  in  the  glass  tube.  If 
the  parietes  yield  somewhat,  the  amount  of  fall  or  pro- 
lapse is  proportional.  Thus  the  retentive  power  of  the 
abdomen  is  dependent  upon  the  strength  or  rigidity  of 
the  abdominal  walls. 


CHAPTER    IX. 
PROLAPSE  OF  THE  UTERUS. 

Prolapse  of  the  uterus  means  a  falling  of  that  organ 
below  its  normal  level.  The  condition  is  popularly 
spoken  of  as  *' falling  of  the  womb.''  There  are  an 
infinite  number  of  degrees  of  prolapse  of  the  uterus, 
between  the  slightest  descent  on  the  one  hand  and 
complete  protrusion  of  the  organ  from  the  body  on  the 
other  hand.  The  tenn  ** complete  prolapse"  should 
properly  be  applied  to  the  entire  protrusion  of  the 
uterus  outside  of  the  vulva.  This  condition,  however, 
is  most  unusual.  The  term  is  generally  used  to  desig- 
nate those  cases  in  which  the  cervix  alone,  or  the  cervix 
and  part  of  the  body  of  the  uterus,  protrude  from  the 
vulva  (Fig.  66).  In  any  case  of  prolapse  of  the  uterus  it 
is  best  to  describe  in  detail  the  extent  of  the  prolapse  and 
the  other  conditions  present.  Thus,  some  of  the  various 
kinds  of  prolapse  may  be  described  as  follows:  *^  Pro- 
lapse of  the  uterus,  the  cervix  resting  on  the  pelvic 
floor;''  **  prolapse  of  the  uterus,  the  cervix  presenting  at 
the  vulvar  cleft;"  *' prolapse  of  the  uterus,  the  cervix 
protruding  about  two  inches  from  the  ostium  vaginae, 
with  elongation  of  the  supra-vaginal  cervix,"  etc. 

Injury  to  the  pelvic  floor  that  allows  air  to  enter  the 
vagina  destroys  the  normal  equilibrium  of  the  pelvic 
contents  and  exposes  the  uterus  to  a  direct  abdominal 
pressure  from  above,  which  is  not  counterbalanced  by  an 
equal  force  from  below,  but  is  opposed  by  the  strength 
of  the  uterus  and  its  attachments  and  the  retentive  power 
of  the  abdomen.  Most  cases  of  prolapse  occur  in  women 
in  whom  the  perineum  has  been  injured  at  childbirth. 

There  are  a  number  of  predisposing  causes  of  uterine 
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prolapse  that  permit  the  descent  to  progress  after  the 
uterus  has  begun  to  fall — namely :  Relaxatiou  of  the 
uterine  ligaments  that  results  from  too  frequent  partn- 
rition,  from  old  age,  or  from  tissue- weakness  which  is 
part  of  a  general  condition,  the  uterine  ligaments  sharing 
the  general  feebleness  of  tJie  otlier  tissues  and  structures 
of  the  body;   relaxatiou,   loss  of   rigidity,   or  muscular 


a  bilateral  laccraiii 


weakness  of  the  abdominal  piirietes,  which  diminishes 
the  retentive  power  of  the  abdomen;  diminution  of  the 
cellular  tissue  and  the  fat  of  the  pelvis,  such  as  occurs  in 
wasting  disease  or  in  old  age.  Auylliing  that  suddenly 
increases  the  intra-abdominal  pressure,  such  as  lifting  a 
heavy  weight,  may  cause  acnte  prolapse  of  the  uterus. 
In  some  cases  the  uterus  has  suddenly  protnided  from  the 
body  as  a  result  of  heavy  lifting.     In  cases  of  this  cha- 
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racter  it  is  probable  that  tlie  muscular  supports  of  the 
perinentn  have  been  weakened  from  some  cause,  or  that 
the  sudden  increase  of  abdominal  pressure  drives  the 
uterus  downward  before  the  perineal  mnscles  have  time 
to  contract  and  close  the  vaginal  outlet.  In  such  cases 
there  is  also  present  rupture  of  the  uterine  ligaments. 
Constaut  violent  coughing  has  produced  uterine  prolapse 
in  a  similar  way. 

Extreme  uterine  prolapse  sometimes  occurs  in  a  nullip- 
arons  woman  in  whom  the  perineal  supports  are  natu- 
rally weak.  In  snch  women  there  exists  a  condition  of 
relaxation  identical  in  results  with  subcutaneous  lacera- 
tion of  the  perineum. 

Anything  that  increases  the  specific  gravity  of  the 
uterus  will  make  it  sink  somewhat  lower  in  the  pelvis. 
Subinvolution,  congestion  from  inflammation,  or  retro- 
flexion may  do  this.  In  such  cases,  however,  the  pro- 
lapse never  becomes  extreme,  rarely  extending  beyond  a 
slight  sinking  of  the  uterus. 

In  most  cases  uterine  prolapse  takes  place  slowly. 
Sometimes  many  years  are  necessary  for  the  develop- 
ment of  complete  prolapse.  The  equilibrium  of  the 
pelvic  contents  is  destroyed  by  one  of  the  causes  already 
mentioned.  The  uterus  falls  through  a  certain  distance 
before  the  nterine  ligaments  become  suspensory.  Then, 
however,  its  further  descent  is  impeded. 

If  the  original  cause  continues  to  act,  the  uterine  liga- 
ments become  stretched  and  the  descent  of  the  uterus 
gradually  progresses,  imjieded  to  a  varying  degree  also 
by  the  retentive  power  of  the  abdomen  and  the  cellular 
tissue  and  other  pelvic  attachments. 

.As  the  uterus  descend.s,  the  vaginal  walls  attached  at 
the  cervix  are  dragged  down  with  it,  so  that  when  the 
prolapse  becomes  complete  the  vagina  is  turned  inside 
out  (Fig.  67). 

When  the  perineum  has  been  injured  so  that  the  lower 
portion  of  the  vagina  loses  its  support  and  the  equilib- 
rium  of  the  pelvic  contents  is  destroyed,  two  distinct 
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plieuutiieiia  occur:  The  uterus  falls  as  already  described, 
and  at  the  same  time  the  lower  part  of  the  vagina  begius 
to  fall,  so  that  there  appear  a  prolapse  of  the  auterior  vag- 
inal wall,  or  a  cystocele,  and  a  prolapse  of  the  posterior 
wall,  or  a  rectocele.     The  condition  finally  produced  will 


depend  npon  which  prolapse  takes  place  the  more  rap- 
idly— that  of  the  vagina  or  that  of  the  uterus. 

If  the  prolapse  of  the  lower  vagina  progresses  faster 
than  that  of  the  uterus,  then  the  vagina  will  begin  to 
drag  upon  the  cervix,  to  which  it  is  attached,  and  under 
these  circumstances  the  uterus  will  be  subjected  to  two 
downward  forces — intra-abdominal  pressure  from  above, 
and  traction  of  the  vaginal  walls  acting  from  below. 

As  the  traction  is  exerted  upon  the  lower  part  of  the 
cervix,  and  the  body  of  the  uterus  is  sustained  by  the 
uterine  ligaments,  which  resist  the  downward  traction, 
the  isthmus,  or  point  of  junction  of  the  body  and  cervix, 
is  dr^^ed  out  or  stretched,  so  that  in  some  cases  a  very 


PROLAPSE  OF  THE  UTHRUS,  103 

marked  elongation  of  the  supra- vaginal  cervix,  or  the 
part  of  the  cervix  above  the  vaginal  junction,  appears. 
This  elongation  is  sometimes  so  great  that  the  length  of 
tlie  uterine  cavity  from  external  os  to  fundus  measures 
six  or  eight  inches.  Such  elongation  of  the  cervix  is 
usually  found  to  a  greater  or  less  degree  in  every  case  of 
marked  prolapse  of  the  uterus  caused  by  injury  to  the 


perineum.  Such  a  condition  should  be  described  as  pro- 
lapse of  tlie  uterus  with  elongation  of  the  supra-vaginal 
cer\TX  (Fig.  68).  In  many  cases  the  prolapse  of  the  va- 
gina and  the  elongation  of  the  cervix  arc  the  most  marked 
features,  the  body  of  the  uterus  falling  but  slightly  below 
its  normal  level.  The  cervix  will  be  found  protruding 
some  distance  from  the  vnlva;  the  vagina  will  be  found 
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turned  inside  out;  while  the  fundus  may  be  felt  approx- 
imately at  its  normal  level  in  the  pelvis,  and  the  present- 
ing; cervix  and  the  body  of  the  uterus  are  connected  by 
a  round,  cord-Hke  structure  about  the  size  of  the  little 
finger,  which  is  the  stretched,  attenuated  supra- vaginal 
cervix. 

As  a  result  of  the  traction  upon  the  cervix  the  blood- 
flow  from  the  infra-vaginal  cervix  is  impeded,  and  passive 
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congestion  results  in  hypertrophy.  This  hypertrophy  is 
increased  by  irritation  of  the  infra-vaginal  cervix  from 
friction  against  the  clothing  and  from  urine,  etc.  In 
such  cases  the  presenting  cervix  becomes  much  larger 
than  nonnal,  sometimes  measuring  two  or  two  and  a 
half  inches  in  diameter. 

It  will  be  seen  that  very  pronounced  structural  changes 
are  present  in  old  cases  of  prolapse  of  the  uterus.  The 
uterine  ligaments  and  the  pelvic  attachments  become  so 
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stretched  and  atrophied  that  they  can  never  become  func- 
tionally iisefnl  again.  The  normal  shape  and  size  of  the 
uterus  become  very  much  changed  from  elongation  of 
the  supra-vaginal  cervix  and  hypertrophy  of  the  infra- 
vaginal  cervix.  The  vaginal  canal  becomes  patulons 
and  stretched  several   limes  bevoiid   its  normal   dimen- 


sions, and  the  dehcate  mucous  membrane,  from  exposure, 
becomes  tough  and  cutaneous  in  character.  The  large 
protruding  mass  of  uterus  and  inverted  vagina  stretches 
the  genital  outlet  far  beyond  its  norma]  dimensions,  and 
the  muscular  supports  that  may  have  remained  after  the 
original  perineal  injury  undergo  atrophy  from  pressure. 

Accompanying  the  prolapse  of  the  uterus  is  nsually 
prolapse  of  the  bladder  and  of  the  anterior  wall  of  the 
rectum,  producing  a  condition  already  described  under 
Cj'Stocele  and  Rectocele. 

Women  who  do  hard  manual  labor  are  those  who  suffer 
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with  the  most  marked  forms  of  uterine  prolapse.  The 
form  of  prolapse  accompanied  by  elongation  of  the  supra- 
vaginal cervix  is  usually  characteristic  of  the  hard-work- 
ing woman.  Such  prolapse  of  the  uterus  is  common 
among  the  Western  Indian  women,  who  return  imme- 
diately after  delivery  to  hard  labor  and  horseback-riding. 

Many  cases  of  prolapse  would  be  avoided,  even  though 
there  might  be  serious  perineal  injury,  if  women  remained 
in  bed  a  sufficient  time  after  delivery.  By  rising  too  early 
prolapse  is  favored,  for  a  variety  of  reasons.  The  uterus 
is  large  and  heavy;  the  uterine  ligaments  are  elongated, 
and  the  abdominal  walls  are  weak ;  consequently  the 
retentive  power  of  the  abdomen  is  poor;  the  vagina  is 
flabby  and  much  larger  than  nonnal;  the  genital  outlet 
has  not  contracted,  and  the  muscular  and  fascial  supports 
which  may  not  have  been  torn  are  stretched  and  relaxed. 

The  subjective  symptoms  of  prolapse  vary  greatly  and 
are  not  characteristic.  A  woman  in  whom  the  uterus  has 
descended  but  slightly  below  the  normal  level  may  suffer 
so  much  with  backache,  weakness  of  the  legs,  and  a  feel- 
ing of  pelvic  weight,  or  ''bearing  down,''  that  her  life 
will  be  rendered  useless;  while,  on  the  other  hand,  a 
woman  with  complete  prolapse  of  the  uterus  may  suffer 
no  inconvenience  except  from  the  presence  of  the  pro- 
truding mass.  In  fact,  the  lesser  degrees  of  prolapse  seem 
to  cause  more  suffering  than  the  extreme  degrees. 

The  first  subjective  symptoms  of  injury  to  the  supports 
of  the  pelvic  floor  that  appear  when  the  woman  leaves 
her  bed  are  those  referable  to  beginning  prolapse  of  the 
uterus.  Backache  is  the  most  common  symptom,  and 
occurs  here  as  in  almost  every  other  disease  of  the  uterus. 
The  pain,  a  dull  ache,  is  situated  in  the  upper  part  of 
the  sacrum.  It  is  increased  by  standing,  by  walking,  or 
by  manual  labor.  It  often  disappears  entirely  when  the 
woman  lies  down  and  the  intra-abdominal  pressure  is 
removed  from  the  uterus.  Headache  situated  in  the 
occipital  region  or  the  vertex  is  also  usually  present,  and 
varies  in  severitv  with  the  severity  of  the  backache. 
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Pain  extending  down  Ihe  posterior  aspect  of  the  thighs, 
and  a  dragging  feeling  of  loss  of  support  in  the  pelvis, 
may  also  be  present  The  rectal  and  bladder  symptoms 
occur  later,  when  rectocele  and  cystocele  appear. 

There  is  often  very  marked  general  physical  weakness, 
much  of  which  may  be  referred  directly  to  the  loss  of  the 
nmscnlar  support  of  the  perineum.  Almost  every  effort 
that  the  woman  makes  is  accompanied  by  increase  of 
intra-abdominal  pressure,  and  she  feels  keenly  the  loss 
of  the  accustomed  perineal  support  which  normally 
resists  any  increased  abdominal  pressure.  In  the  sound 
woman  the  perineal  miiscles  contract  and  the  vagina  is 
more  tightly  clo.sed  to  meet  the  increased  pressure  inci- 
dent to  a  muscular  effort.  In  the  injured  woman  the 
vagina  is  open  and  the  pressure  is  resisted  by  weak 
vaginal  walls  and  uterine  supports.  She  feels  that  her 
point  of  resistance  is  gone.  The  best  proof  of  the  pro- 
found effect  of  injury  to  the  perineum  upon  the  general 
strength  of  a  woman  is  given  by  the  operation  of  peri- 
neorrhaphy. The  repair  of  this  apparently  slight  lesion 
restores  the  woman  to  her  former  strength. 

The  diagnosis  of  prolapse  of  the  uterus  is  readily 
made  by  e.\ami nation.  In  the  extreme  cases  the  cervix 
and  the  greater  part  of  the  body  of  the  uterus  are  found 
outside  the  vulva.  In  less  marked  cases  the  cervix 
is  seen  presenting  at  the  vaginal  orifice  as  soon  as  the 
labia  are  separated.  In  other  cases  the  cer\'ix  is  felt  by 
the  vaginal  finger  resting  on  the  pelvic  floor.  It  should 
be  remembered  that  every  case  of  prolapse  is  greater 
when  the  woman  is  standing  than  when  she  is  being 
examined  upon  her  back.  Sometimes  the  cervix  will 
present  at  the  vulva,  where  it  may  be  felt  when  the 
woman  is  erect;  but  when  she  lies  down  and  intra- 
abdominal pressure  is  removed,  it  retreats  beyond  inspec- 
tion except  through  the  speculum.  In  order  to  determine 
the  full  extent  of  prolapse,  therefore,  when  the  woman  is 
lined  on  her  back  she  should  be  directed  to  strain  or 
bear  down,  when  much  more  marked  descent  of  the 
atenis  and  vaginal  walls  will  become  apparent 
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The  lesser  degrees  of  prolapse,  in  which  the  cervix  has 
not  yet  fallen  enough  to  rest  on  the  pelvic  floor,  are  more 
difficult  to  recognize  by  bimanual  examination.  It  will 
be  found  that  the  upward  range  of  motion  of  the  uterus 
is  greater  than  normal,  and  vaginal  examination  when 
the  woman  is  erect  will  make  the  condition  more 
apparent. 

Extreme  prolapse  of  the  uterus,  in  which  we  find  pro- 
truding from  the  vulva  a  pear-shaped  tumor  at  the  apex 
of  which  is  the  opening  of  the  cervical  canal,  should  not 
be  mistaken  for  any  other  condition.  Inversion  of  the 
uterus  and  a  uterine  polyp  resemble  it  only  in  shape,  and 
in  no  other  particular.  If  there  is  any  doubt,  it  may  be 
dispelled  by  placing  the  woman  in  the  knee-chest  posi- 
tion, when  the  prolapse  may  readily  be  reduced  and  the 
normal  anatomical  relations  restored. 

Treatment. — As  prolapse  of  the  uterus  is  usually 
caused  by  defective  uterine  supports,  treatment  should 
be  directed  in  the  first  place  to  the  restoration  of  the 
perineum. 

In  slight  cases  of  prolapse  that  are  seen  early,  restora- 
tion of  the  perineum  by  Emmet's  operation  is  sufficient 
for  cure. 

In  cases  of  long  duration,  however,  we  have  to  deal 
with  a  variety  of  secondary  conditions.  These  are  as 
follows  :  Hypertrophy  of  the  uterus  from  subinvolution 
or  congestion;  elongation  of  the  cervix  ;  hypertrophy  of 
the  cervix;  elongation  of  the  uterine  ligaments;  stretch- 
ing of  the  vagina;  stretching  of  the  genital  outlet;  and 
atrophy  of  all  the  structures  of  the  perineum  from  pres- 
sure. The  atrophic  changes  give  the  most  difficulty. 
The  prognosis,  therefore,  depends  upon  the  duration  of 
the  case. 

In  cases  of  prolapse  in  which  the  cervix  has  reached  or 
has  passed  the  ostium  vaginae,  rest  in  bed  in  the  recum- 
bent position  should  always  be  prescribed  for  two  to  four 
weeks  before  any  operative  procedure.  The  woman 
should  be  placed  in  the  knee-chest  position  and  the  pro- 
lapse of  the  uterus  and  vagina  should  be  reduced.     Re- 
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ductioii  of  this  kind  should  be  practised  as  often  as  the 
prolapse  returns — as,  for  instance,  after  straining  at  stool. 
It  may  be  performed  by  the  woman  herself  or  by  the 
nurse.  It  is  well  for  the  woman  to  asssume  the  knee- 
chest  position  three  or  four  times  a  day,  for  five  to 
fifteen  minutes  at  a  time.  One  or  two  hot  vaginal 
douches  of  a  gallon  of  1:4000  bichloride  solution 
should  be  administered  daily.  The  intestinal  contents 
should  be  kept  soft  by  laxatives.  As  a  result  of  such 
preparator>-  treatment  the  utenis  will  diminish  very  much 
in  size,  and  the  vagina  and  tlie  vaginal  outlet  will  con- 
tract, so  that  at  the  time  of  operating  the  amount  of  tissue 
to  be  removed  may  be  more  accurately  determined.  The 
diminntiuu  in  the  length  of  an  elongated  cervix  as  a 
result  of  rest  is  most  striking,  and  demonstrates  the  truth 
of  the  explanation  of  the  etiology  of  this  condition  that 
has  already  been  given.  A  uterine  canal  that  measures 
five  or  six  inches  in  length  may  be  reduced  to  three  or 
four  inches  after  traction  on  the  cervix  has  been  removed 
by  rest  in  bed. 

Ulceration  of  the  cervix,  which  is  often  present  as  a 
result  of  friction  from  exposure,  readily  yields  to  this 
treatment  of  rest  and  douches. 

From  the  considerations  already  referred  to  it  will 
be  seen  that  the  operative  treatment  of  any  case  of  uter- 
ine prolapse  varies  according  to  the  special  conditions 
present. 

Perineorrhaphy  is  always  necessary.  Emmet's  opera- 
tion is  usually  the  best  one.  The  denudation  in  the 
lateral  vaginal  sulci  should  be  extended  well  up  the  pos- 
terior vaginal  wall,  iu  order  to  diinini.sh  the  caliber  of 
the  overstretched  vagina.  One  of  the  operations  already 
described  should  also  be  performed  for  the  cure  of  the 
cystocele  and  to  diminish  the  area  of  the  anterior  vag- 
inal wall.  The  best  of  these  o])erations  is  that  shown  in 
Fig-  60.  After  all  plastic  operations  for  the  cure  of 
prolap.se  the  woman  should  be  kept  in  bed  for  three  or 
four  weeks — the  longer  the  better — so  that  the  perineal 
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and  vaginal  structures  and  the  ligaments  of  the  uterus 
may  contract  and  regain  strength. 

In  some  cases  of  long  standing  it  is  impossible,  by 
operation,  to  restore  the  integrity  of  the  pelvic  floor,  and 
to  restore  the  shape,  size,  and  direction  of  the  vaginal 
canal  so  that  the  normal  equilibrium  of  the  pelvic  con- 
tents will  be  re-established.  In  such  cases  operators  have 
attempted  to  build  a  direct  mechanical  support  for  the 
uterus. 

Le  Fort's  operation  is  an  ingenious  method  of  attain- 
ing this  object.  The  uterus  should  be  replaced,  and  a 
longitudinal  strip  of  tissue,  about  one-half  to  one  inch  in 
breadth  and  two  to  two  and  a  half  inches  in  length, 
should  be  denuded  on  the  anterior  vaginal  wall,  extend- 
ing from  a  point  near  the  vulva,  where  the  two  vaginal 
walls  are  in  contact  when  the  uterus  is  in  place,  up  to- 
ward the  cervix.  A  similar  strip  should  be  denuded  on 
the  posterior  wall.  These  two  denuded  areas  should  be 
brought  into  apposition  by  interrupted  sutures  passed 
transversely.     Perineorrhaphy  should  also  be  performed. 

In  those  cases  in  which  the  vagina  and  the  vaginal 
outlet  have  become  very  much  stretched  by  the  protrud- 
ing mass  of  prolapsed  structures,  Emmet's  operation 
seems  to  be  insufficient.  In  such  cases  the  following 
operation  is  useful.  This  consists  in  denuding  a  tri- 
angular area  on  the  posterior  vaginal  wall  (Fig.  77), 
the  apex  of  the  denudation  being  immediately  below  the 
cervix,  and  the  base  at  the  ostium  vaginae.  The  denuda- 
tion should  extend  well  on  to  the  lateral  vaginal  walls. 
The  denuded  area  is  then  closed  by  sutures  passed  trans- 
versely. 

Judgment,  derived  from  experience,  is  necessary  in 
choosing  and  performing  the  various  plastic  operations 
for  prolapse  of  the  uterus. 

In  every  case  of  prolapse  a  certain  degree  of  retrover- 
sion of  the  utenis  is  present.  In  fact,  the  uterus  could 
not  escape  from  the  vagina  unless  the  fundus  were  turned 
somewhat  backward.     The  operation  of  ventro-fixation 
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of  the  uterus  is  therefore  a  useful  adjunct  in  some  cases 
of  uterine  prolapse.  The  operation  is  not  intended  to 
furnish  a  mechanical  support  to  the  uterus,  but  only  to 
keep  it  in  a  position  of  anteversion,  so  that  it  will  less 
readily  escape  through  the  vaginal  canal.  The  plastic 
operations  and  the  veutro-suspension  may  all  be  done  at 
the  same  sitting. 

Whenever  there  is  hypertrophy  of  the  infra-vaginal 
cen'ix,  this  structure  should  be  amputated  in  addition  to 
the  other  operations. 


ri- — Prolapse  of  ihc  vagina  anil  i 

■nal   ulerine   length  lo  be  5;^ 


if  the  infra  vajji  11  nl  c 


III  those  very  rare  cases  of  incurable  prolapse  that 
have  resisted  all  conservative  treatment  the  operation  for 
the  removal  of  the  uterus  must  be  considered. 

This  operation,  however,  should  not  be  proposed  hasti- 
ly. The  surgeon  should  not  become  discouraged  by  one 
or  even  two  failures  of  the  more  conservative  methods  of 
treatment.     Though   the  first  plastic  operation  may  fail 
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>  retain  the   uterus  inside  the  body,  yet  something  is  al- 
ays  accomplished  by  it,  aud  when  supplemented  by  a 
second  or  a  third  operation,  cure  will  often  result. 

The   operative  procedures  required  in  a  case  of  pro- 
lapse of  the  vagina  and  of  the  infra-vaginal  cervix,  with 
rtrophy  of  the  infra-vaginal   cervix  and  elongation 
f  the  supra-vaginal  cervix,  are  illustrated  in  Figs.  71—78. 


FlO.  78.— Thr  sulures  in  lilt  piiicior  yu,;inal  «al[  have  been  secured.  The 
calilicr  of  the  Vi^;iiia  ha»  been  very  much  diminished.  A  strung  sling  or  hand 
of  tHSue  ba»  been  fi>nne<l  immedialely  above  ihe  ostium  vaginse.  which  augi- 
porls  the  luwer  purtion   iif  Ihe  posterior  vaginal  wall.     The  upeiatlun  is  com- 


r  conriilion  represented  in  Fig.  71  is  that  which  i.s 
commonly  spoken  of  as  "prolapse  of  the  uterus."  It  is 
the  usual  form  of  prolapse.  It  may  be  cured  in  the  very 
great  majority  of  cases  by  the  operations  which  are  here 
depicted. 

A  great  nuiiiber  of  mechanical  devices  have  been  in- 
troduced for  the  relief  of  prolapse  of  the  utenis.  Every 
Miginal  pessary  has  been  used  for  this  condition.     None 
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of  these  implements  cure  the  disease.  All  of  them,  if 
used  continuously,  produce  ulceration  of  the  vagina  and 
of  the  cervix  from  pressure,  and  must  be  abandoned  until 
such  lesions  heal.  In  those  cases  of  prolapse  in  which 
pessaries  remain  in  the  vagina  and  support  the  uterus, 
without  producing  ulceration,  operation  would  effect  a 
cure. 

Mechanical  supports  of  this  kind  are  only  indicated  in 
women  in  whom  operation  is  contraindicated  on  account 

of  old  age  or  for  some  other  rea- 
son. Perhaps  the  best  instru- 
ment for  supporting  the  uterus 
in  such  cases  is  Braun-s  colpeu- 
rynter  (Fig.  79).  The  uterus 
should  be  reduced,  and  the  col- 
peurynter,  well  greased  and  con- 
taining about  an  ounce  of  water, 
should  be  introduced  in  the  vagina  and  then  distended 
with  air.  This  instrument  takes  its  support  evenly  from 
all  parts  of  the  vaginal  outlet,  and  is  therefore  less  apt  to 
produce  ulceration  from  pressure  than  the  various  pessa- 
ries.    It  should  be  removed  at  night. 


Fk;.  79. — Draun's  colpeurynter. 


CHAPTER   X. 
ANTEFLEXION  OF  THE  UTERUS. 

As  has  already  been  said,  the  uterus  iionnally  lies  with 
its  anterior  surface  in  contact  with  the  posterior  surface 
of  the  bladder,  and  with  its  long  axis  approximately  per- 
pendicular to  the  long  axis  of  the  vagina.  The  forward 
inclination  of  the  uterus  varies  with  the  degree  of  dis- 
tention of  the  bladder;  it  is  greatest  when  the  bladder  is 
collapsed. 

In  the  normal  woman  the  long  axis  of  the  body  of  the 
uterus  is  inclined  forward  at  an  obtuse  angle  with  the 
long  axis  of  the  cervix.  In  other  words,  the  uterus  is 
normally  anteflexed.  This  angle  is  subject  to  rather  wide 
variations  within  the  limits  of  health.  It  is  greater  in 
the  multiparous  than  in  the  nulliparous  woman.  It  varies 
with  the  distention  of  the  bladder,  the  position  of  tlie 
woman,  and  the  intensity  of  intra-abdominal  pressure. 
The  axis  of  the  uterus  when  removed  from  the  bodv  is 
usually  straight.  The  anteflexion  found  in  the  organ 
w-hen  ///  situ  in  the  living  woman  rarely  persists.  The 
normal  or  physiological  anteflexion  is  maintained  during 
life  by  the  utero-sacral  ligaments,  which  hold  the  cervix 
back,  and  the  intra-abdominal  pressure,  which,  acting 
uf)on  the  posterior  aspect  of  the  fundus,  pushes  the  body 
of  the  uterus  forward. 

In  the  fetus  and  in  early  infancy  the  cervix  is  rela- 
tively much  more  developed  than  the  body  of  the  uterus, 
and    there  is  a  very  marked  angle   of  flexion    between 

them. 

Anteflexion  of  the  uterus  becomes  pathological  when 
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the  bend  in  the  cervical  canal  is  sufficient  to  impede  the 
escape  of  menstrual  blood  or  other  uterine  discharges. 

Obstruction  of  this  kind  depends  upon  two  factors — 
the  degree  of  the  flexion,  and  the  rigidity  of  the  uterus, 
which  diminishes  the  mobility  that  normally  exists  at 
the  angle  of  flexion. 

No  matter  how  sharp  the  angle  of  flexion,  it  should 
not  be  considered  a  pathological  condition  unless  obstruc- 
tion in  the  cervical  canal  is  present — unless  the  woman 
presents  the  symptoms  of  dysmenorrhea  and  sterility. 

Three  varieties  of  anteflexion  have  been  described: 

I.  Corporeal  anteflexiou,  in  which  the  cervix  has  the 
normal  backward  direction,  and  the  body  of  the  uterus  is 
bent  forward  upon  it  (Kig.  80). 


;.  80. — Corporeal  atilellexi 


II.  Cervical  anteflexion,  in  which  the  axis  of  the  body 
of  the  uterns  is  inclined  forward  to  the  normal  degree, 
and  the  cervix  is  bent  forward  npon  it  (Fig.  81). 

III.  Cerfica-corporeal  an/eflexion,  when  the  cervix  and 
body  of  the  uterus  are  both  bent  forward  upon  each  other 
(Fig.  82). 

Anteflexion  of  the  uterus  is  a  disease  of  single  and 
sterile  married  women.     It  is  very  rarely  found  i 
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who  have  borne  children.     The  disease  is  congenita]  or 
is  caused  by  imperfect  development  during  childhood. 


The    fetal    condition  of   a  large  cervix  and   a  small, 
sharply-flexed  bod>  may  persist      The  posterior  wall  of 


the    uterus  may  develop  while  the   development  of  thi 
anterior  wall  is  arrested,  and  thus  the  uterus  won! 


of  the  J 

ould  be  I 
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flexed  forward.  A  mark  of  such  arrest  of  development 
is  sometimes  seen  in  the  atrophied  or  undeveloped  ante- 
rior lip  of  the  cervix.  Anteflexion  is  usually  accom- 
panied by  a  small,  undeveloped  condition  of  the  whole  of 
the  uterus,  and  often  by  poorly  developed  vagina,  tubes, 
and  ovaries. 

It  is  probable  that  improper  dress  and  hygiene  during 
the  period  of  puberty  have  much  to  do  with  the  develop- 
ment of  anteflexion.  The  earlv  menstrual  history  some- 
times  points  to  poor  development  of  the  sexual  organs. 
The  menses  often  make  their  appearance  much  later  than 
usual — sometimes  when  a  girl  is  nineteen  or  twenty  years 
of  age — and  when  established,  the  function  is  often 
irregular,  the  bleeding  recurring  at  long  intervals. 

The  most  prominent  symptom  of  anteflexion  of  the 
utenis  is  dysmenorrhea,  or  painful  menstruation.  The 
dysmenorrhea  is  characteristic:  violent  pains  in  the  center 
of  the  lower  abdomen,  extending  down  the  thighs,  occur 
for  several  hours  before  the  bleeding  begins.  In  the  later 
years  of  the  disease  the  pain  extends  to  the  whole  of  the 
pelvis  and  the  back.  The  pain  is  caused,  in  all  prob- 
ability, by  the  accumulation  of  blood  behind  the  obstruc- 
tion in  the  cervical  canal.  When  the  blood  begins  to 
escape  freely,  the  pain  is  relieved,  and  may  be  absent 
during  the  remainder  of  the  menstrual  period.  The 
blood  is  often  clotted  during  the  first  part  of  the  flow. 
Nausea  and  vomiting  may  be  present  during  the  height 
of  the  pain. 

The  menstrual  period  may  be  followed  by  several  days 
of  great  physical  weakness  and  debility. 

Unless  relieved  by  pregnancy  or  by  proper  treatment, 
the  anteflexion  will  persist  during  the  menstrual  life  of 
the  woman.  The  suffering  increases  with  time.  Endo- 
metritis, salpingitis,  and  ovaritis  follow  old  cases  of  ante- 
flexion. 

Sterility  usually  accompanies  well-marked  anteflexion. 
This  niav  be  due  to  the  altered  direction  of  the  cervix  in 
case  of  cervical  anteflexion,   to  the  obstruction  in  the 
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cervical  canal  that  interferes  with  the  ingress  of  sperma- 
tozoa, to  the  generally  undeveloped  condition  of  the 
genital  organs,  or  to  the  inflammation  of  the  mucous 
membrane  of  the  cervix  and  the  body  of  the  uterus. 

The  diagnosis  of  anteflexion  is  easily  made.  The  cha- 
racter, position,  and  time  of  onset  of  the  pain  indicate 
some  obstruction  to  the  escape  of  menstrual  blood.  Vag- 
inal examination  reveals  the  sharp  angle  of  flexion  at  the 
junction  of  the  body  and  neck  of  the  uterus. 

Treatment. — If  in  a  case  of  anteflexion  pregnancy 
does  occur  and  runs  a  normal  course,  the  disease  will  be 
cured.  After  labor  the  uterus  does  not  return  to  the 
infantile  shape  and  size.  The  stimulus  of  pregnancy 
brings  about  full  permanent  development  of  that  organ. 
Miscarriage,  however,  is  verj'  apt  to  occur  during  the 
early  months  of  pregnancy,  especially  in  cases  of  long 
standing. 

Various  methods  of  treatment  have  been  introduced 
for  the  cure  of  anteflexion.  The  object  of  all  these 
methods  is  the  straightening  and  enlargement  of  the 
cervical  caual.  Slow  dilatation  by  graduated  bougies 
has  been  successfully  employed.  Gradual  straightening 
of  the  canal  by  the  introduction  of  the  uterine  sound 
with  increasing  angle  of  flexion  will  also  cure  some 
cases,  if  seen  early. 

The  use  of  the  stem  pessary  (Fig.  83), 
which  is  worn  continuously  in  the  cervi- 
cal canal,  is  dangerous  aud  should  not  be 
practised. 

The  best  method  of  treatment  consists 
in  rapid  forcible  dilatation  with  the  ute- 
rine dilator.     Various    instruments  have 
been  made  for  this  purpose.      The  prin- 
ciple of  all  is  the  same.     Two  blades  are      ''"=  »i-siem 
introduced,    in    contact,    in    the    cervical 
canal,  and   are    then   separated.      Two  of   these   instru- 
ments should  l)e  on  hand — a  small  aud  a  large  dilator. 
The  Goodell   dilator  (Figs.  84,  85)  is  so   made  that  the 
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blades  open  parallel  with  one  another,  so  that  the  whole 
of  the  cervical  canal  is  uniformly  stretched. 

The  best  time  to  perform  forcible  dilatation  is  about 
one  week  after  a  menstrual  period.  The  woman  should 
be  etherized  and  placed  in  the  dorso-sacral  position.  The 
vagina  should  be  sterilized.    All  aseptic  precautious  which 


one  would  follow?  in  any  gynecological  operation  should 
be  observed  here.  There  is  always  danger  of  producing 
septic  inflammation  of  the  endometrium.  The  cervix 
should  be  exposed  ihrougli  the  Sims  speculum,  and  the 
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anterior  lip  should  be  seized  with  the  double  tenaculuiii. 
Downward  traction  on  the  cervix  straightens  the  cervical 
canal  and  renders  easier  the  introduction  of  the  dilator. 
The  smaller  dilator  should  first  be  introduced.  No  force 
should  be  used  in  passing  it  through  the  cervical  canal. 
I  If  an  obstruction  which  cannot  be  gently  overcome  is 
I  met,  the  dilator  should  be  introduced  as  far  as  the  ob- 
struction and  the  blades  should  then  be  separated. 
Slight  dilatation  of  this  kind  below  the  angle  of  flex- 
ion will  usually  enable  the  operator  to  pass  the  instru- 
ment through  the  cervical  canal  at  a  subsequent  attempt. 
After  the  smaller  instrument  has  been  introduced  to  the 
full  extent  the  blades  should  be  gradually  separated,  for 
a  half  inch  or  more,  until  the  canal  becomes  large  and 
straight  enough  to  admit  the  large  in-strnineut.  It  should 
always  be  rcuiembered  that  no  force  should  be  used  in 
the  introduction  of  either  instrument.  After  introduction 
the  blades  of  the  large  dilator  should  be  slowly  separated. 
On  the  handles  of  the  Goodell  instrument  is  a  graduated 
scale  showing  the  extent  of  the  dilatation.  In  110  case 
should  the  dilatation  be  carried  beyond  one  and  a  half 
inches.  In  women  in  whom  the  cervix  and  uterus  are 
smalt  an  inch  of  dilatation  is  sufficient.  The  maximum 
dilatation  should  be  reached  slowly  and  gradually.  L,acc- 
ration  of  the  cervix  or  of  the  margin  of  the  external  os 
should  be  avoided.  Sometimes  ten  or  fifteen  minutes  are 
required  before  full  dilatation  is  attained.  When  this 
point  is  reached  the  handles  should  be  held  in  place  by 
the  screw,  and  the  instrument  should  be  kept  in  the 
uterus  for  ten  or  fifteen  minutes  longer.  The  longer 
the  dilatation,  the  more  permanent  will  be  the  result. 
After  the  instnnnent  is  withdrawn  the  cervical  canal 
and  the  vagina  should  be  washed  out  with  a  i  :  2000  solu- 
tion of  bichloride  of  mercurj',  and  a  light  gauze  pack 
should  be  introduced  into  the  vagina.  The  pack  should 
be  removed  at  the  end  of  forty-eight  hours,  and  a  dail 
douche  of  i  :  4000  bichloride  solution  should  be  admin- 
istered for  the  following  week.     The  patient  should  re- 
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main  in  bed  for  a  week,  or  longer  if  there  is  any  pelvic 
pain.  Pain,  however,  does  not  follow  this  operation  if 
we  avoid  operating  upon  those  cases  in  which  there  is 
inflammatory  disease  of  the  tubes  and  ovaries.  The  too 
early  resumption  of  the  erect  position  may  cause  the  fail- 
ure of  the  operation.  The  abdominal  pressure  exerted 
upon  the  fundus  uteri,  before  the  organ  has  become 
fixed  in  its  altered  shape,  may  bring  about  a  recurrence 
of  the  anteflexion.  In  case  the  external  os  be  very  small 
— too  small  to  admit  the  dilators — it  may  be  incised  by 
small  crucial  incisions  or  reamed  out  with  the  closed 
blades  of  the  scissors. 

Dilatation  of  this  kind  usually  produces  a  permanent 
broadening  and  shortening  of  the  cervix.  The  cervical 
canal  is  rendered  straighter  and  larger. 

The  good  eflFects  of  the  operation  are  not  always  appa- 
rent at  the  menstrual  period  immediately  following  the 
operation,  because  the  results  of  the  traumatism  to  the 
mucous  membrane  and  the  structures  of  the  cervix  are 
still  present.  At  the  periods  after  this,  however,  the 
dysmenorrhea  is  absent  or  is  ver\'  much  relieved.  The 
benefit  usually  derived  from  this  operation  is  a  strong 
proof  of  the  truth  of  the  obstructive  theory  of  the  dys- 
menorrhea. If,  after  dilatation,  conception  takes  place, 
the  woman  may  look  forward  to  perfect  cure.  In  some 
cases  the  dilatation  does  not  seem  to  be  sufficient  to  pro- 
duce a  permanent  open  condition  of  the  cervical  canal, 
and  the  signs  of  obstruction  (dysmenorrhea)  return.  In 
such  a  case  the  dilatation  should  be  repeated.  The  more 
thoroughly  the  dilatation  is  performed  the  first  time  the 
less  often  will  the  second  operation  be  necessary. 


CHAPTKR    XI. 

RETROFLEXION   AND  RE^rROVERSION  OF  THE 
UTERUS. 


Retroversion  of  tlie  uterus  means  -a  turning  back  or 
a  backward  rotation  of  that  organ.  The  shape  of  the 
uterus  may  not  be  altered.  The  fundus,  instead  of  lying 
forward  upon  the  bladder,  is  directed  backward,  and 
sometimes  lies  in  the  hollow  of  the  sacrum  (Fig.   86). 


Retroflexion  means  a  bending  backward  of  the  uter- 
ine axis.  The  axis  of  the  body  of  the  uterus  is  normally 
inclined  forward  at  an  obtuse  angle  with  the  axis  of  the 
cerx-ix.     When  the  axis  of  the  body  of  the  uterus  is  hi- 
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clined  backward  at  an  angle  with  the  axis  of  the  cervix. 
retroflexion  exists.  Retroflexion  may  vary  in  extent  from 
an  angle  very  little  less  than  i8o  degrees  to  an  angle  con- 
siderably less  than  90  degrees  (Fig.  87). 


Fic.  8;.— Reiroflexion  nf  ih 


Retroflexion  and  retroversion  usually  coexist.  The 
conditions  are  due  to  similar  causes.  They  may  origi- 
nate simitltaneously,  or  one  condition,  occurring  pri- 
marily, may  induce  the  other. 

An  infinite  number  of  degrees  of  retroversion  may 
exist.  For  convenience  of  clinical  description  three 
degrees  have  been  described.  In  the  first  degree  the 
fundus  uteri  is  directed  upward  approximately  toward 
the  promontory  of  the  sacrnm.  In  the  second  degree 
the  uterus  lies  transversely  across  the  pelvis,  the  fundus 
and  the  cervix  being  at  about  the  same  level.  In  the 
third  degree  the  retroversion  is  extreme,  and  the  fundus 
lies  below  the  level  of  the  cervix  (Fig.  88). 

Retroversion  of  the  uterus  is  progressive.  It  usually 
proceeds  from  bad  to  worse.     As  soon  as  the  downward 


d 


RETROFLEXION  AND  RETROVERSION 


127 


abdominal  pressure  begins  to  act  upon  the  anterior  face 
of  the  utenis  there  is  a  continuous  force  increasing  the 
retroveision. 

There  are  many  causes  of  retroversion  and  retroflexion. 


Flc.  SS. — Diagtam  of  (he  degrees  uf 


The  disease  may  be  congenital.  Extreme  retroflexion 
has  been  found  in  the  uterus  of  the  new-born  infant. 
Con^jenital  retroversion  and  retroflexion  may  be  due  to 
imperfect  development,  and  resulting  imperfect  invagina- 
tion of  the  cervix.  The  condition  may  also  be  caused  by 
arrest  of  development  of  the  posterior  wall  of  the  uterus; 
the  anterior  wall  thus  outgrowing  the  posterior. 

Many  cases  of  retroversion  undoubtedly  originate  dur- 
ing girlhood  as  a  result  of  falls,  blows,  distortion  of  the 
body,  or  sudden  efforts  at  lifting.  The  origin  of  the 
symptoms  may  be  traced  in  many  cases  directly  to  sonic 
such  cause. 

The  uterus  may  be  considered  to  be  balanced  upon  an 
axis  running  transversely.  Anything  that  turns  the 
uterus  backward,  so  that  the  intra-abdominal  pressure 
may  act  upon  the  anterior  wall,   will  produce  retrover- 
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sion.     It  is  probable  that  an  over-distended  bladder  occa- 
sionally acts  as  a  cause  of  retroversion. 

Retroversion  is  not  at  all  rare  in  single  women.  It 
is  very  often  discovered  soon  after  the  establishment  of 
the  menstrual  function,  the  symptoms  of  the  retrover- 
sion, which  probably  occurred  during  girlhood,  first 
appearing  at  this  time.  Retroflexion,  on  the  other 
hand,  except  to  the  slight  extent  caused  by  the  retro- 
version, is  unusual  in  single  women. 

Parturition  is  probably  the  most  frequent  cause  of 
retroversion  and  retroflexion  of  the  uterus.  If  the  woman 
leaves  her  bed  or  goes  to  work  too  soon  after  miscarriage 
or  labor,  many  conditions  are  present  that  favor  retrodis- 
placement  of  the  uterus.  The  uterus  is  larger  and  heavier 
than  normal,  as  a  result  of  imperfect  involution;  the 
uterine  ligaments  are  lax;  the  vagina  and  the  vaginal 
orifice  are  relaxed,  and  the  support  of  the  pelvic  floor  is 
consequently  deficient;  the  abdominal  walls  are  relaxed 
and  the  retentive  power  of  the  abdomen  is  diminished. 
It  will  be  remembered  that  these  are  the  causes  that  favor 
prolapse  of  the  uterus;  in  fact,  a  slight  degree  of  uterine 
prolapse  usually  accompanies  such  cases  of  retrodisplace- 
ment.  A  certain  amount  of  retroversion  must  always 
exist  before  the  uterus  can  pass  along  the  vagina.  It 
must  turn  backward,  so  that  its  axis  becomes  parallel  to 
the  axis  of  the  vagina. 

Retroflexion  occurring  after  miscarriage  or  labor  is 
sometimes  the  result  of  unequal  involution  in  the  uter- 
ine walls.  If  the  involution  takes  place  more  completely 
in  the  posterior  than  in  the  anterior  wall  of  the  uterus,  a 
bending  back,  or  a  retroflexion,  will  occur.  Such  inequal- 
ity of  involution  mav  result  from  inflammation  about  the 
site  of  the  placenta. 

Retroflexion  is  a  disease  of  the  parous  woman,  as  ante- 
flexion is  a  disease  of  the  single  and  the  sterile  woman. 

Retroversion  may  be  a  direct  result  of  laceration  of 
the  perineum.  When  the  pelvic  floor  is  destroyed  and 
the  posterior  vaginal  wall   begins  to  prolapse,   it  drags 
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upon  the  posterior  wall  of  the  cervix,  and  may  in  this 
Iway  turn  the  uterus  backward. 

Retroversion  also  results  from  traction  of  inflammatory 
dhesious  iu  the  pelvis.  Cases  of  chronic  inflammation 
Fof  the  Fallopian  tubes  accompanied  by  inflammation  of 
the  pelvic  peritoneum  present  adhesions  between  the  pos- 
terior wall  of  the  uterus  and  the  hollow  of  the  sacrum; 
tbese  adhesions  drag  the  uterus  backward  (Fig.  89). 


In  cases  of  retroversion  and  retro0exion  of  the  uterus 
serious  derangement  of  the  circulation  results,  A  state 
of  passive  congestion  follows  interference  with  the  ven- 
otis  supply.  This  congestion  produces  some  enlarge- 
ment of  the  uterus  and  chronic  congestion  or  inflam- 
mation of  the  endometrium.  Consequently,  in  all  old 
cases  of  retrodisplacement  endometritis  is  an  accom- 
pauiinent. 


is  an  acconi-         J 
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Retroversion  of  the  uterus  causes  traction  on  the  ves- 
ico-uterine  connection,  and  the  neck  of  the  bladder  is 
dragged  upon;  for  this  reason  irritability  of  the  bladder, 
characterized  by  frequent  and  perhaps  painful  micturi- 
tion, is  often  present  in  cases  of  retroversion.  It  is  not 
uncommon  to  see  women  who  have  received  treatment 
directed  to  the  bladder  for  conditions  of  this  kind  that 
disappear  immediately  when  the  uterus  is  restored  to  the 
normal  position. 

The  pressure  of  the  displaced  fundus  upon  the  rectum 
may  also  give  trouble.  Women  in  this  condition  often 
complain  of  a  feeling  of  obstruction  in  the  rectum. 
Pressure  upon  the  hemorrhoidal  veins  results  in  hem- 
orrhoids. 

There  usually  accompanies  retroversions  of  the  uterus 
a  backward  and  downward  displacement  of  the  ovaries — 
in  other  words,  a  prolapse  of  the  ovaries. 

The  83rmptom8  of  retrodisplacement  are  numerous, 
and  may  be  referred  directly  to  the  altered  position  of 
the  uterus  and  the  accompanying  conditions.  There  are 
backache  situated  in  the  upper  part  of  the  sacrum,  and 
headache  situated  on  the  top  of  the  head  or  in  the  occi- 
put. These  may  be  considered  the  two  constant  symp- 
toms. There  is  a  feeling  of  weight  and  dragging  in  the 
pelvis,  extending  down  the  thighs.  Physical  weakness, 
or  inability  to  walk  or  stand  for  more  than  a  short  time, 
is  often  very  marked,  and  seems  to  be  out  of  all  propor- 
tion to  the  lesion  of  the  uterus.  The  manner  in  which 
such  weakness  of  the  legs  is  produced  is  not  very  evi- 
dent. Tliat  it  is  caused  directly  by  the  displacement 
of  the  uterus,  however,  is  proved  by  the  fact  that  it  dis- 
appears as  soon  as  the  uterus  is  restored  to  its  normal 
position. 

The  accompanying  prolapse  of  the  ovaries  produces 
symptoms  referable  to  these  organs,  the  chief  symptom 
being  pain  in  each  ovarian  region. 

The  irritability  of  the  bladder  has  already  been  spoken 
of.     Menorrhagia  and  leucorrhea  may  be  present  as  a  re- 
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suit  of  the  cougestton  aud  the  cliruiiic  inflammation  of 
the  endometrium.  Menstruation  is  usually  painful.  .A.t 
the  menstrual  period  the  backache;  headache,  ovarian 
pain,  and  vesical  disturbance  are  increased.  Dysmen- 
orrhea due  to  obstruction  is  unusual  in  cases  of  retro- 
flexion. Retroflexion  usually  occurs  in  parous  women, 
ill  whom  the  cervical  canal  is  large,  and  the  flexion 
therefore  does  not  cause  sufficient  obstrnctiou  to  impede 
the  escape  of  menstrual  bJood.  All  the  symptoms  aris- 
ing from  retroversion  of  the  uterus  are  ameliorated  by 
the  recumbent  posture. 

The  diagnosis  of  retroversion  and  retroflexion  of  the 
uterus  is  very  easily  made  by  bimanual  examination. 
The  abdominal  hand  fails  to  find  the  fundus  in  the 
normal  position.  The  vaginal  finger  feels  the  cervix 
uteri  directed  not  backward  toward  the  coccyx,  but  for- 
ward in  the  direction  of  the  vaginal  axis  or  toward  the 
symphysis  pubis.  The  posterior  wall  of  the  cervix  and 
the  body  of  the  uterus  may  be  plainly  felt  inclined  back- 
ward. In  case  of  retroflexion  the  angle  of  flexion  may 
be  felt  by  the  vaginal  finger. 

The  accompauying  prolapse  of  the  ovaries  is  usually 
very  easily  demonstrated  by  vaginal  touch. 

Treatment. — As  retroflexion  does  not  usually  cause 
obstruction  of  the  menstrual  flow,  the  treatment  need  not 
be  directed  toward  rendering  patulous  the  cervical  canal, 
as  in  the  case  of  anteflexion.  Retroflexion  is  always  as- 
sociated with  retroversion,  and  the  methods  that  correct 
the  retroversion  place  the  uterus  in  such  a  position  that 
the  intra-abdominal  pressure  acts  on  the  posterior  face 
of  the  uterus  and  gradually  reduces  the  flexion.  There- 
fore the  treatment  of  retroflexion  and  of  retroversion  may 
be  considered  together. 

Retroversion  is  treated  by  the  vaginal  pessary  and  by 
operation. 

The  vaginal  pessary  is  an  instrument  to  be  worn  in  the 
vagina,  and  designed  to  retain  the  uterus  in  its  normal 
position.      A  great  many  different  kinds  of  pessaries  have 
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been  invented.  The  large  number  of  different-shaped 
instruments  proves  the  inefRcacy  of  the  pessary  as  a 
means  of  treatment  in  many  cases  of  retroversion. 

The  best  pessaries  for  retroversion  are  the  Hodge  (Fig. 
90,  A),  the  Smith  (Fig.  90,  b),  and  the  Thomas  (Fig.  90, 
c).     These  instruments  arc  made  of  hard  rubber.     They 


consist  of  an  upper  and  a  lower  transverse  bar  joined  by 
two  lateral  bars.  They  are  so  shaped  that  when  intro- 
duced into  the  vagina  they  correspond  very  closely  to  the 
cu^^■ature  of  the  vaginal  slit. 

Fig.  91  shows  a  side  view  of  a  pessary  in  position,  and 
it  will  be  observed  that  the  curves  of  the  instrument  are 
closely  adapted  to  the  curves  of  the  posterior  vaginal 
wall,  upon  which  it  lies. 

The  vaginal  pessary  retains  the  uterus  in  place  by 
raising  the  posterior  vaginal  fornix  and  keeping  tense 
the  posterior  vaginal  wall.  It  will  be  observed  that  the 
posterior  wall  of  the  vagina  runs  over  the  npper  trans- 
verse bar  of  the  pessary  like  a  rope  over  a  pulley; 
therefore  there  is  maintained  a  continuous  traction  in 
an  upward  and  backward  direction  upon  the  cervix,  and 
a  resulting  continuous  tendency  to  throw  the  fundus  uteri 
in  a  forward  position  (Fig.  91),     The  tension  of  the  pos- 
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terior  vaginal  wall  and  the  traction  upon  the  cervix  vary 
with  the  position  and  occupation  of  llie  womau,  and  are 
increased  by  anything  that  increases  the  intra-abdominal 
pressure. 

The  vaginal  pessary  does  not  maintain  the  uterus  iii 
place  by  pressure  upon  the  body  of  the  uterus,  nor  does 


II  r 


r-  on  pesaar)    □  pes       n       The  arrow    hoi*a    In 
in  of  the  |io^eilar  vsginsl  wall  upon  the  cervix. 


the  vaginal  pjessarj'  correct  a  retrodisplacement.  The 
uterus  should  be  restored  to  its  normal  position  as  nearly 
as  possible  before  the  pessary  is  introduced. 

Replacement  of  the  uterus  may  be  effected  in  one  of 
two  ways:  by  bimanual  reposition  while  the  woman  is 
in  the  dorsal  position;  or  by  instrumental  reposition 
while  the  woman  is  in  the  knee-chest  position. 

In  bimanual  reposition  the  uterus  is  manipulated  be- 
tween the  vaginal  finger  or  fingers  and  the  abdominal 
band  until  the  organ  is  brought  to  its  normal  position 
of  anteversiou  (Fig.  92).  Sometimes  this  may  be  mort- 
easily  accomplished  by  introducing  one  or  two  fingers 
iiitp  the  rectum. 

After  bimanual  reposition  the  pessary  should  be  intru- 
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diiced  in  tlie  vagina,  and  tlie  upper  bar  of  the  iiistrntiient 
should  be  carried  behind  the  cervix  by  manipulation  with 
the  vaginal  finger. 

Bimanual  reposition  is  often  difficult  or  impossible  in 
fat  women  and  in  those  with  rigid  abdominal  walls. 


Instrumental  reposition  in  the  knee-chest  position, 
however,  is  applicable  to  all  cases  in  which  a  pessarj'  is 
indicated,  .^s  this  method  is  the  one  that  should  in 
general  be  followed,   it  will  be  described  in  detail. 

The  woman  should  be  placed  in  the  knee-chest  posi- 


Flii.  93. — Ulorine  reposilor. 

tion.  The  perinenni  should  be  retracted  and  the  cervix 
exposed  with  a  Sims  speculum.  It  will  be  observed  that 
the  cervix  is  directed  forward  toward  the  symphysis 
pubis.  The  uterine  repositor  (Fig.  93)  is  then  intro- 
duced,  and    pressure    is  made   iu   the   posterior   vaginal 
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fornix  upon  the  displaced  fundus.  The  fundus  uiay  be 
felt  with  the  repositor  in  this  position.  Sometimes,  by 
grasping  the  cervix  with  a  tenaculum  and  drawing  it 
douTiward,  the  repositor  may  be  applied  with  better 
effect  (Fig. 94).  It  will  often  be  observed  that  under  this 
pressure  the  fundus  immediately  drops  forward,  while  the 


Fig.  94. — Replacement 

lor.  villi  palient 


cen'ix  is  turned  backward  through  an  angle  of  go°  or  per- 
haps 180°,  so  that  the  external  os  looks  no  longer  toward 
the  symphysis  pubis,  but  toward  the  hollow  of  the  sac- 
rum. The  direction  of  the  cervix  shows  plainly  when  the 
uterus  is  in  the  normal  position.  Instead  of  the  uterine 
repositor  we  may  use  a  small  firm  ball  of  cotton  held  in 
long  forceps. 

Sometimes  it  is  not  possible  to  make  the  entire  correc- 
tion of  the  displacement  at  one  time.  The  uterus  may 
perhaps  be  reduced  from  retroversion  of  the  third  degree 
to  that  of  the  first  degree,  and  at  a  subsequent  attempt  it 
may  be  reduced  still  more,  until  finally  it  is  brought  to 
its  normal  position.  In  some  cases  the  difficulty  of  pro- 
ducing complete  reduction  at  one  time  is  due  to  the  fact 
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that  the  woman  is  unaccustomed  to  the  position  and  the 
manipulations,  and  is  constantly  straining  and  involun- 
tarily resisting.  Complete  relaxation  of  the  abdominal 
walls  is  necessary. 

If  the  uterus  can  be  reduced  to  the  normal  position, 
the  pessary  may  be  immediately  introduced.  If  the  re- 
duction is  not  complete,  it  is  best  to 
pack  the  vagina  with  cotton  to 
maintain  the  degree  of  reduction 
that  has  been  attained,  and  to  repeat 
the  attempt  the  next  day,  continuing 
in  this  way  until  the  ulerus  has  been 
brought  approximately  to  its  normal 
position,  when  the  pessary  should  be 
introduced.  The  cotton  should  be 
packed  into  the  vagina  in  the  form 
of  balls  or  pledgets  about  one  and  a 
half  inches  in  diameter,  which  should 
be  introduced  with  the  forceps  (Fig. 
95)  and  carefully  and  tightly  packed 
into  the  posterior  vaginal  fornix. 
Other  pieces  should  then  be  packed 
against  the  anterior  aspect  of  the 
cervix,  and  then  the  rest  of  the  va- 
gina should  be  rather  loosely  filled. 
The  pessary  should  be  introduced 
with  the  woman  in  the  knee-chest 
position.  A  number  of  pessaries,  of 
various  sizes  and  shapes,  should  be 
at  hand,  in  order  to  have  a  suitable 
assortment  for  choice.  The  pessary 
must  be  of  the  proper  length,  breadth, 
and  shape  ;  these  requirements  differ  in  various  cases. 
The  length  of  the  pessary  should  be  such  that  when  the 
upper  transverse  bar  lies  in  the  posterior  vaginal  fornix 
the  lower  transverse  bar  is  over  the  position  of  the  in- 
ternal urinarv  meatus.  The  course  of  the  urethra  is 
marked  bv  small  transverse  folds  of  mucous  membrane 


Fig.  95. — Uterine  forceps. 
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on  the  middle  of  the  anterior  vaginal  wall,  and  the  in- 
ternal urinary  meatus  is  situated  approximately  where 
these  small  transverse  folds  cease  and  become  merged 
into  the  larger  oblique  folds  of  the  vaginal  walls.  This 
distance  may  be  measured  upon  the  uterine  repositor  or 
it  may  be  estimated  with   the  eye. 

It  should  be  remembered  that  all  the  dimensions  of  the 
vagina  are  exaggerated  in  the  knee-chest  position,  as  the 
vaginal  canal  is  distended  by  atmospheric  pressure.  The 
width  of  the  pessary  should  be  such  that  there  is  no 
lateral  tension  put  upon  the  vaginal  walls. 

The  curvature  of  the  pessary  should  be  such  that  the 
upper  transverse  bar  does  not  press  upon  the  posterior 
aspect  of  the  cervix,  but  is  so  placed  that  the  posterior 
vaginal  fornix  is  drawn  upward  and  backward. 

The  curvature  of  the  pessary  may  be  altered  to  suit 
any  case  by  dipping  the  instrument  in  oil  and  gently 
heating  it  over  the  flame  of  a  spirit-lamp.  In  this  way 
the  rubber  is  softened  and  may  be  pressed  into  any  shape. 
While  soft  and  under  pressure  it  should  be  pluuged  into 
cold  water  to  set  it  in  the  altered  form. 

The  pea'iary  may  be  introduced  while  the  perineum  is 
retracted  with  the  speculum;  or  it  may  be  passed  into 
the  vagina  first,  the  speculum  then  Iwing  introduced  and 
the  pessary  moved  into  the  proper  position.  The  pessary 
should  be  greased,  the  lower  tran.sverse  bar  should  he 
grasped  with  the  thumb  and  the  index  finger,  and  the 
instrument  should  be  introduced  in  such  a  direction  that 
one  lateral  bar  lies  in  the  vaginal  sulcus.  The  upper 
transverse  bar  may  readily  be  placed  behind  the  cervix, 
by  manip)ilation  with  the  finger  or  the  forceps,  when  the 
perineum  is  retracted  with  the  speculum. 

The  speculum  should  be  removed,  and  the  woman 
should  assume  the  Sims  posture  for  a  few  miuntes.  She 
may  then  get  up  from  the  table,  and  the  examination 
may  be  made  in  the  erect  posture,  for  in  this  position. 
better  than  in  any  other,  the  fit  and  the  .irticu  of  llu- 
■  mav  be  delcruiint-d.      U   will   bt-   found   thai    llic 
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lower  bar  of  the  pessary  is  in  relation  with  the  anterior 
vaginal  wall  at  the  position  of  the  internal  tirinar>* 
meatus.  It  should  not  protrude  from  the  ostium  vagi- 
nae. It  should  be  possible  to  pass  the  finger  readily 
between  the  vaginal  walls  and  the  lateral  and  lower 
bars  of  the  pessary.  The  cervix  should  be  felt  directed 
backward  through  the  upper  portion  of  the  ring  of  the 
pessary.  It  will  be  felt  that  the  pessary  is  retained  in 
the  vagina  not  by  any  pressure  against  the  vaginal  walls, 
but  by  a  suction — in  other  words,  by  the  retentive  power 
of  the  abdomen. 

A  vaginal  douche  of  warm  water  should  be  adminis- 
tered once  a  day  while  the  pessary  is  worn. 

The  woman  should  be  directed  to  return  for  examina- 
tion three  days  after  the  introduction  of  the  pessary,  or 
sooner  if  any  discomfort  is  experienced.  Sometimes  the 
utenis  becomes  retroverted  while  the  pessary  is  in  posi- 
tion, and  becomes  flexed  over  the  upper  bar  of  the  instru- 
ment, considerable  pain  resulting.  In  other  cases,  where 
the  vagina  is  patulous  and  too  small  an  instrument  is 
used,  the  pessary  becomes  turned  so  that  the  long  axis  lies 
transversely.  It  is  well  to  advise  the  woman  to  remove  the 
instrument  herself  if  it  makes  her  very  uncomfortable. 

The  pessary  should  be  examined  digitally  in  the  dorsal 
or  the  erect  position,  or  visually  in  the  knee-chest  posi- 
tion. If  it  is  found  that  the  retroversion  has  returned, 
the  uterus  should  be  replaced  and  a  pessary  better  suited 
in  size  and  shape  should  be  introduced.  It  is  always 
desirable  to  use  as  small  an  instrument  as  practicable. 
The  intervals  between  examinations  may  be  gradually 
lengthened  to  two  weeks  or  a  month.  A  woman  using 
a  pessar>'  should  always  be  under  the  supervision  of  a 
physician.  The  retroversion  pessary  does  not  interfere 
with  sexual  connection. 

The  bowels  should  be  carefully  regulated.  The  cloth- 
ing should  be  supported  from  the  shoulders,  not  from  the 
waist,  and  heavy  lifting  should  be  avoided  as  much  as 
possible. 
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After  a  woman  has  worn  a  pessarj'  for  three  or  four 
months,  and  it  is  found  that  the  uterus  remains  in  the 
normal  position,  the  instrument  should  be  removed  and 
the  result  carefully  watched. 

If  the  uterus  continues  in  its  uornial  position  of  ante- 
version,  a  cure  has  beeu  accomplished  and  the  pessary 
may  be  discarded.  If  the  retroversion  returns,  as  it  very 
often  does,  the  pessarj'  should  be  introduced  again,  and 
an  unfavorable  prognosis  of  cure  by  this  means  should  be 
made.  The  patient  must  then  choose  between  the  use  of 
the  pessan.'  for  an  indefinite  period,  under  medical  super- 
vision, and  cure  by  means  of  an  operation. 

The  Smith  pessary  is  better  adapted  to  the  shape  of 
the  vagina,  which  normally  narrows  from  above  down- 
ward, than  is  the  Hodge  instrument.  The  Thomas  pes- 
sar>-,  in  which  the  upper  bar  is  made  very  broad,  is  appli- 
cable to  cases  of  sharp  retroflexion  with  retroversion,  in 
vpliich  the  upper  bar  may  become  fixed  in  the  angle  of 
flexion  in  case  the  retroversion-  returns.  The  upper  bar 
is  Diade  so  broad  that  the  angle  of  flexion  would  be 
spanned  by  it  in  case  of  such  an  accident. 

The  action  of  the  pessary  depends  upon  the  integrity 
of  the  vagina  and  the  pelvic  floor.  The  retroversion 
pessary,  therefore,  cannot  be  used  when  there  is  a  lacera- 
tion of  the  perineum.  In  such  a  case  the  perineum  must 
always  be  closed  as  a  preliminan-  step. 

The  pes.sary  should  not  be  used  when  there  is  a  lacera- 
tion of  the  cervix  uteri,  for  traction  upon  the  posterior 
hp  of  the  cervix  increases  the  eversion. 

The  pessary  is  contraindicated  in  all  cases  in  which 
there  are  pelvic  adhesions  restraining  the  uterus,  in  those 
cases  in  which  there  is  inflammatory  disease  of  the  Fal- 
lopian lubes,  and  in  cases  where  there  is  prolapse  of  the 
ovar>',  which  may  be  pres.wd  upon  by  the  upper  bar  of 
the  pessarj-. 

Before    making   any   attempt   to   replace   a   displaced 
Qterus  the  physician  should  always  make  a  careful 
tnannal  examination  to  determine  the  existence 
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acute  or  chronic  inflammation  of  the  Fallopian  tubes  or 
the  ovaries.  Such  inflammation  is  a  contraindication  to 
the  use  of  the  pessary  and  to  any  of  the  manipulations 
for  replacement  of  the  uterus  that  have  already  been 
described. 

If  the  uterus  is  adherent,  the  pessary  should  not  be 
*used.  Cure  of  the  retroversion  by  it  is  practically  im- 
possible, and  operative  treatment  is  safer  and  more 
certain. 

Operative  Means  of  Treating  Retrodisplacement 
of  tiie  Uterus. — A  great  many  kinds  of  operation  have 
been  introduced  for  curing  retrodisplacement  of  the  ute- 
rus. The  fundus  has  been  attached  to  the  anterior  ab- 
dominal wall  by  passing  a  needle  and  a  suture  into  the 
uterus  and  thrusting  it  through  the  uterine  wall  and  the 
anterior  abdominal  wall;  the  uterine  cornua  have  been 
sutured  to  the  anterior  parietes  ;  the  round  ligaments 
have  been  shortened  by  folding  each  upon  itself,  and  fixed 
in  this  position  by  suture;  the  uterus  has  been  held  for- 
ward by  sutures  applied  through  the  anterior  vaginal 
fornix. 

The  two  operations  that  have  deservedly  met  with  the 
greatest  favor  are  ventro-fixation  or  ventro-suspension  of 
the  uterus,  in  which  the  abdomen  is  opened  and  the  fun- 
dus is  sutured  directly  to  the  anterior  abdominal  wall, 
and  Alexander's  operation,  in  which  the  uterine  displace- 
ment is  corrected  by  shortening  the  round  ligaments  as 
they  emerge  from  the  inguinal  rings.  The  latter  opera- 
tion is  designed  to  be  extra-peritoneal.  The  following  is 
the  method  of  performing  Alexander's  operation: 

The  uterus  should  first  be  replaced  as  already  described, 
and  held  in  ix)sition  by  a  gauze  or  cotton  pack.  A  two- 
inch  incisictn  is  made  from  the  pubic  spine  in  the  direc- 
tion of  the  inguinal  canal.  The  external  inguinal  ring 
is  opened  without  wounding  the  pillars.  The  thin  layer 
of  fascia  over  the  ring  is  divided,  the  fat  is  separated, 
and  the  round  ligament  is  sought  with  a  blunt  hook.  If 
the  ligament  is  not  found  here,  the  canal  may  be  opened 


RETROFI.F.XION  AND  RETROVERSION.         141 

to  the  internal  ring.  When  one  ligament  has  been  found, 
it  is  secured  with  forceps  and  the  wound  is  protected 
while  the  other  ligament  is  secured  in  a  similar  way. 
The  ligaments  are  then  gently  drawn  out  until  they  be- 
come tense.  If  the  inguinal  canal  has  been  opened,  it 
should  be  repaired  by  a  catgut  suture. 

The  ligament  should  be  sutured  to  the  pillars  of  the 
ring  by  two  or  three  sutures.  The  excess  of  the  liga- 
ment, sometimes  amounting  to  two  or  three  inches,  should 
be  cut  off.     The  incision  should  then  be  closed. 

The  field  of  this  operation  is  very  limited.  It  is  not 
applicable  when  there  are  adhesions  nor  when  there  is 
disease  of  the  tubes  or  ovaries  requiring  operative  treat- 
ment. 

Many  of  the  cases  of  retroversion  of  the  uterus  that 
require  operative  treatment  are  complicated  by  salpin- 
gitis and  pelvic  adhesions,  though  these  extra-uterine 
I  conditions  are  very  often  not  recognized  by  bimanual 
'  examination  before  the  abdomen  is  opened. 

The  operation  that  at  present  seems  to  possess  most 

advantages  for  the  cure  of  those  cases  of  retroversion  of 

the  uterus  that  cannot  be   cured   by  the  pessary   is  the 

operation  of  ventro-suspension  of  the  ntems  (Fig.   96). 

I  II  is  performed  as  follows: 

An  incision,  one  and  a  half  to  three  inches  in  length, 
is  made  in  the  median  line  of  the  anterior  abdominal 
nvalt,  immediately  above  the  pubis.  Two  fingers  are 
introduced  into  the  abdominal  cavity,  and  the  fundus 
uteri  is  lifted  forward.  The  plane  of  the  abdominal 
incision  is  exposed,  and  a  curved  needle  carrying  a  me- 
dium-sized silk  suture  is  passed  through  a  few  fibers  of  the 
rectus  muscle  and  the  peritoneum  on  one  side,  immedi- 
ately above  the  lower  angle  of  the  incision.  The  needle 
is  then  passed  through  the  tissue  of  the  fundus  uteri  on 
the  line  joining  the  uterine  cornua  or  a  little  posterior  to 
this  line.  The  amount  of  uterine  tissue  included  in  the 
stitnre  is  about  one-quarter  of  an  inch  broad  and  ouc- 
cijjhrti   to  one-quarter  of  an   inch   deep.     The  needle  is 
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then  passed  through  the  peritoneum  and  a  few  fibers  of 
the  rectus  muscle  on  the  side  of  the  abdominal  incision 
opposite  the  point  of  entrance.  A  similar  suture  is  passed 
about   one-third  of  an  inch  above   this,    traversing   the 


Fig.  96. — Posui 


uterine  wall  on  a  line  about  one-third  of  an  inch  poste- 
rior to  the  first  suture.  While  the  fundus  is  held  forward 
by  the  finger  of  an  assistant  these  sutures  are  tied,  so 
that  the  fundus  uteri  is  brought  into  contact  with  the 
anterior  abdominal  wall.  The  ends  of  the  sutures  are 
cut  sliort.  The  abdominal  incision  is  then  closed  by 
three  layers  of  sutures — silk  for  the  peritonenm,  catgut 
for  the  muscle  and  fascia,  and  the  intra-cutaueons  suture 
for  the  skin.  Accompanying  disease  of  the  tubes  and 
ovaries  may  be  treated  directly  by  this  operation,  and  any 
adhesions  may  readily  be  broken. 

In  performing  this  operation  it  should  be  remembered 
that  we  do  not  wisli   to  make  a  fixation  of  the  uterus  to 
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the  anterior  abdominal  wall.  The  inclusion  of  a  broad 
mass  of  uterine  tissue  in  the  suture,  and  scarification  of 
the  anterior  face  of  the  uterus,  which  is  sometimes  prac- 
tised, may  result  in  a  broad,  unyielding  adhesion  which 
will  interfere  with  the  normal  mobility  of  the  uterus  and 
with  the  course  of  pregnancy  and  labor. 


Kir,   97.— The  ii«nensory  lig; 


After  the  operation  of  ventro-suspension  the  fundus 
uteri  does  not  remain  permanently  in  contact  with  the 
anterior  abdominal  wall.  In  time  it  drops  somewhat 
backward  and  downward.  The  silk  sutures  drag  out  a 
ribbon-shaped  fold  of  tissue  cousisting  of  peritoneum  and 
a   little  muscle-fiber  from   the  anterior  abdominal 
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arai  a  scBxiIar  feld  oc  pcrhocDKzni  ami 
dlar  fibers  Dnom  the:  urenss.  so  t&xr 
becomes  atrarfytf  be-  a  5l%!rr  pl-cibfr  I^ 
to  three  rxLCJics  in  Length  :  F^.  97'. 
tioo  ot   the  atcTBS  oce  vear  atber 
that  the  stenES  \a&  aboat  the  rauiiml  rafnge  cc  zsooclitv. 
If  this  operatsoa  is  properly  perfecinci  the  cocrse  «  5c:b- 

[sancies  and  labors  set  ills  to  be  ric  zdo  vav  f^i* 


The  opexaDoa  ot  Tentro-scspeESKwi  shodid  jlwa\^  be 
accompanied  by  periifieorrbapfcy  i=  case  there  r-ss  been 
laceration  of  the  peTiaecm.  The  rww  operaSoitEs  mav 
be  done  at  the  same  time. 

The  treatment  of  retrodisplaceicent  of  the  cterr^s  mav 
be  briefly  snnmiarized  as  foUovs: 

The  cases  of  retrodisplacement  of  the  cter^is  sciiiable 
for  treatment  by  the  pessary  are  those  in  which  there  are 
no  adhesions  and  in  whidi  there  is  no  disease  of  the  Fal- 
lopian tnbes  or  the  ovaries^  If  a  prolapsed  orary  retnms 
to  its  normal  position  when  the  disfdacement  of  the  nteros 
is  correctei  it  will  of  course  not  be  pressed  npoc  by  the 
bar  of  the  pessar>".  But  in  some  cases  the  ovirijin  pro- 
lapse continues  even  though  the  utems  is  :n  it?  normal 
position,  and  under  such  circumstances  a  pessarv-  usually 
cannot  be  tolerated. 

The  cases  that  offer  the  best  prospect  of  cure  by  the 
pessary  are  those  cases  of  retrDversion,  occurring  as  the 
result  of  labor,  in  which  the  perinenm  is  intact,  and 
which  are  seen  within  one  or  two  yeais  after  the  occur- 
rence of  the  lesion.  The  prognosis  becomes  more  un- 
favorable according  to  the  duration  of  the  condition 
l^fr/re  treatment. 

Cases  of  congenital  retroversion,  or  those  occnrring  in 
voting  unmarried  women,  are  ver\*  diflScult  to  cure  with 
the  TK-ssarx'.  This  instrument  should  always  be  tried  for 
;i  few  months,  however,  before  operati\'e  measures  are 
;i^lvJHC^l.  In  such  cases  the  uterus  has  been  so  long  in  an 
;ibnormal  jxjsition  that  its  natural  supports  have  become 
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permanently  altered,  and  some  continuous  additional  aid 
is  necessar\'  to  maintain  the  normal  position. 

Ever\'  woman  who  uses  a  pessar>'  should  be  under  the 
supervision  of  a  physician,  and  for  this  reason  it  is  often 
most  advisable  to  recommend  immediate  operation  to 
poor  women  as  the  quickest  and  surest  method  of  cure. 

Immediate  operation  should  always  be  advised  in  all 
cases  of  retroversion  with  adhesion  or  with  disease  of 
the  tubes  and  ovaries. 

It  should  not  be  forgotten  that  we  occasionally  see 
women  with  retroversion  of  the  uterus  who  present  no 
symptoms  whatever  referable  to  this  lesion.  In  such 
cases  no  treatment  is  required. 

10 


CHAPTER   XII. 
LACERATION  OF  THE  CERVIX  UTERI. 

Laceration  of  the  neck  of  the  uterus  is  of  vety  fre- 
quent occurrence.  It  is  said  that  nearly  every  woman 
suffers  with  a  laceration  of  greater  or  less  extent  at  her 
first  labor.  The  majority  of  such  lacerations,  however, 
undoubtedly  heal  during  the  puerperium  and  give  no 
subsequent  trouble.  The  lacerations  that  concern  the 
gynecologist  are  those  that  persist,  remaining  ununited 
after  the  woman  leaves  her  bed.  The  description  of  the 
injured  parts  and  the  treatment  therefor  will  be  applica- 
ble to  such  old  cases  of  laceration.  It  is  true  that  some 
gynecologists  have  advised  immediate  examination  and 
the  primary  operation  for  repair  in  case  of  laceration  of 
the  cervix,  as  in  case  of  injury  to  the  perineum;  but  such 
a  course  has  at  present  but  little  endorsement.  It  is  dif- 
ficult to  obtain  a  satisfactory  examination  under  such 
circumstances.  A  digital  examination  alone,  unless  the 
sense  of  touch  be  very  acute,  would  often  fail  to  detect 
the  lesion  in  the  soft  •  cervical  tissue.  The  woman  is 
exposed  to  the  danger  of  infection  of  the  upper  genital 
tract  from  the  manipulations  of  the  examination  and  the 
operation,  and  such  ex]>osure  may  be  unnecessary,  be- 
cause tliere  is  no  doubt  that  manv  lacerations  of  the 
cervix  unite  of  tliemselves. 

It  has  been  found  necessary  to  perform  the  operation 
immediately  after  labor  on  account  of  severe  hemor- 
rhage from  the  lacerated  wound. 

Laceration  of  the  cervix  may  take  place  in  any  direc- 
tion, and  the  injury  is  described  according  to  the  direc- 
tion and  number  of  the  tears.     A  lateral  laceration  takes 
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place  on  either  side  of  the  cervix.  A  bilateral  laceration 
involves  both  sides  (Fig.  104,  a).  The  left  is  the  more 
usual  lateral  laceration  {Fig.  98),  and  in  case  of  a  bilateral 
tear  the  injury  on  the  left  side  is  usually  the  more  exten- 
sive.    The  stellate  laceration  (Fif;  gq)  occurs  when  three 


more  lacerations  radiate  from  the  cervical  canal.  The 
common  varieties  of  laceration  seen  by  the  gyne- 
are  through  the  anterior  and  through  the  poste- 
It  may  be  that  such  lacerations  occur  as  often  as 
lateral  lacerations,  and  that  spontaneou.s  repair  more 
often  occurs,  so  that  they  produce  no  subsequent  trouble. 
The  relations  of  the  neck  of  the  uterus  are  such  that 
accurate  apposition  of  the  injured  parts  is  more  likely  to 
occur  in  case  of  autero-poslerior  laceration  than  in  the 
lateral  form  of  the  injury.  In  some  cases  there  seems  to 
be  no  doubt  that  the  laceration  has  extended  through  the 
posterior  lip  of  the  cervix  into  the  cellular  tissue  above 
the  posterior  vaginal  fornix,  and  that  spontaneous  repair 
has  taken  place,  leaving  a  dense  band  of  scar-tissue  to 
mark  the  site  of  the  lesion. 

An  incomplete  laceration  of  the  cervix  is  sometimes 
fooad.  In  this  injur.'  the  tear  has  extended  but  part  way 
tbrongh  the  wall  of  the  cervix.     The  mu 


)ut  part  way  1 

s  membrane         m 


148      .-I    TEXT BOOk'  OF  n/SEASFS  OF  WOMEN. 

of  the  cervical  canal  and  the  muscular  wall  of  the  cervix 
are  lacerated,  but  the  injury  does  not  involve  the  mucous 
membrane  of  the  vaginal  aspect,  beyond,  perhaps,  a  slight 
splitting  of  the  external  os  (Fig.  100).    The  lesion  is  thus 


concealed,  and  separation  of  the  portions  of  the  cervix  is 
prevented.  The  injury  may  be  detected  by  introducing 
a  sound  in  the  cervical  canal  and  placing  a  finger  on  the 
vaginal  aspect  of  tlic  cervix,  when  it  will  be  found  that 
at  this  spot  the  point  of  the  sound  and  the  finger  are 
separated  only  by  the  thickness  of  the  vaginal  mucous 
membrane,  and  not  by  the  normal  thickness  of  the  wall 
of  the  cervix. 

The  appearance  of  a  lacerated  cervix  varies  with  the 
time  that  has  elapsed  since  the  receipt  of  the  injury.  A 
few  weeks  or  months  after  the  occurrence  the  torn  por- 
tions of  the  cervix  will  be  found,  by  sight  or  touch,  ly- 
ing in  more  or  less  close  apposition,  the  general  conical 
shape  of  the  cervix  being  unaltered.  After  the  lapse  of 
a  longer  period,  however,  the  edges  of  the  laceration  be- 
come rounded,  and  a  certain  amount  of  eversion,  or  turn- 
ing out,  of  the  portions  of  the  cervix  takes  place,  so  that 
the  mucous  membrane  of  the  cervical  canal  becomes  ex- 
posed. This  eversion  is  always  most  pronounced  in  the 
bilateral  laceration,  and  is  especially  striking  when  the 
tear  lias  extended  entirely  througji  the  cervix  into  the  lal- 
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eral  vaginal  fornices.  lu  sucli  cases  the  cervix  assumes  tlie 
sliape  of  a  split  stalk  of  celery  (Fig.  loi).  The  cases  of 
laceration  with  eversion  of  the  lips  are  those  in  wliich 
the  most  marked  syiiiptoins  are  found.  When  eversion 
occurs,  and  the  mncons  meuibraue  of  the  cervical  canal  is 
exposed,  the  shape  and  ap- 
pearance of  the  cervix  are 
verj-  much  altered  from  the 
normal.  Before  the  true  na- 
Uire  of  this  lesion  had  been 
pointed  out  by  Emmet  such 
a  cervix  was  said  to  be  ul- 
cerated, the  raw-looking  sur- 
face, corresponding  to  the  ex- 
posed, irritated,  and  inflamed 
mucous  membrane  of  the  cer- 
vical canal,  having  been  mis- 
taken for  an  ulcer.  Even  at 
the  present  day  such  a  mis- 
take is  not  infrequently 
made. 

Microscopical  examination  fig.  loi.— uiLnciai  lacerati.m  of 
of  such  raw-looking  surfaces  ''■*  "'^^  *"*'  e'et^ion.  Thu  ikn- 
.  .1     ■     .1  tiJ  line  shows  Ihe  normal  shaiie  uf 

snows   that    they   are    m   no  .  ' 

sense  nlcers.      "The  surface 

is  covered  with  a  single  layer  of  epithelium;  the  cells 
are  smaller  than  those  which  line  the  normal  cervical 
canal,  and,  being  narrow  and  long,  have  a  palisade-like 
arrangement;  the  thin  layer  of  cells  allows  the  subjacent 
vascular  tissue  to  shine  through,  hence  the  redness  of 
color.  The  surface  is  further  thrown  into  numerous 
folds,  producing  glandular  recesses  and  processes;  these 
processes  cause  the  granular  appearance  of  the  surface" 
(Hart  and  liarbour). 

These  red  patches  arc  larger  than  the  surface  of  the 
everted  mucons  membrane  of  the  cervical  canal ;  they  are 
continuous  with,  bnt  extend  beyond  the  limits  of,  tli 
mucous  membrane.     It  is  said  that  this  increai^e  is 
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sioned  by  proliferation  of  the  epithelium  that  lines  the 
cervical  glands. 

As  a  substitute  for  the  misleading  term  **  ulceration," 
applied  to  this  condition,  there  have  been  proposed  the 
terms  "erosion,"  ** ectropion,"  or  **eversion"  of  the 
mucous  membrane,  and  **  catarrhal  patch." 

A  true  ulcerated  surface  is  sometimes  found  on  a  lace- 
rated cervix  as  a  result  of  excessive  irritation,  but  such  a 
condition  is  rare. 

As  the  laceration  occurs  in  the  cer\nx  before  involu- 
tion has  begun,  this  process  is  impeded,  so  that  a  state 
of  subinvolution  of  the  cer\'ix  results,  and  the  part  re- 
mains hypertrophied  or  much  larger  than  normal. 

The  cer\ncal  glands  share  in  tliis  condition  of  subinvo- 
lution, retaining  much  of  the  increased  size  and  aciivity 
that  are  normal  in  the  pregnant  state. 

Changes  due  to  chronic  congestion  and  inflammation 
also  take  place.  The  connective  tissue  increases  in 
amount^  and  the  cer\*ix  becomes  haid^  indurated,  or 
scleToiic, 

The  racemose  glands  which  open  upon  the  cervical 
mucxM;s  membrane,  become  inflamed,  and,  as  a  result  of 
chauv^x^  in  the  c\Misisioncv  of  the  glandular  secretion 
or  of  ohs:ruotion  of  llie  o'ar.d-oritices,  retention  takes 
p^KX^,  \vi:h  the  prix:::oi:on  of  sma'!  cysts  called  Xabothian 
c\ s:s.  Such  c\ s:s  often  exter.o,  ivrlrhera^A,  so  that  the 
dis:al  c^v?  vM^  :hc  ivv>,:vu\:  c-^^-^^-  arrrcvichc>  the  vicinal 
astxvt  of  the  ox:\i\,  ar.vi  av.xaT's  K::ca:h  the  mucous 
wor,*»bvar,c  as  a  :Tav,s>,:cx^r.:  \x^:o*o  aS>\:t  the  sire  of  a 
ssv.a*;  tx\;,    lV,:u^:;:n^  o:  sr,o>.  a  \r>:c\"  ix^miits  the  escape 

T^c  \\hv>*o  of  :>,c  \v^  v>f  :>,c  vx:a:\  n:ay  be  filled  with 
ir.r,v,r,u-,v;V.c  owtv  o:  tV.xs  kv,^\  o:  varvirc  5.ire,  WTien 
vvv^\v:  r.c  Vr.v\;:>,  :^o  r,v,:v\v:s  :vvr.,>rar.c  they  ieel  like 
sv.u'".  >' xn;  .v^Xv.Uv  v,^.  :,':c  xXt\  \  A  cervix  in  this 
vWn;,:  vN-  X  v;  X-  ;v^  '\av  u^vV^v.  :v  o\^::c  oecft^eration. 
Vn        \^^ .      ,     ,^^^   'owv*   v\;x>«cv:   :vr.io!r.  of  the 
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SO  that  3  condition  of  general  chronic  cervical  catarrh 
results.  This  exceedingly  common  disease  is  usually 
caused  by  laceration  of  the  cervix. 

The  focus  of  continuous  irritation  in  the  cervix  inter- 
feres with  the  normal  involution  of  the  body  of  the 
uterus,  so  that  there  occurs  a  condition  of  uterine  -subin- 
voiutioa,  which  may  be  the  cause  of  the  chief  symptoms 
with  which  the  woman  suffers.  The  endometrium  shares 
in  the  subinvolution,  and,  as  a  consequeuce  of  this,  and 
perhaps  also  from  extension  of  inflammation  from  the 
cervical  mucous  membrane,  various  forms  of  endometritis 
niav  occur. 

In  some  cases  of  laceration  of  the  cervix  no  groove 
corresponding  to  the  angle  of  the  laceration  can  be  felt 
or  seen,  because  it  has  been  filled  with  a  plug  or  mass  of 
cicatricial  tissue.  In  such  cases  this  plug  of  scar-tissue 
may  be  felt,  distingtiislied  by  the  palpating  finger  from 
the  softer  surrounding  tissues  of  the  cervix, 

SjnnptotnB. — The  symptoms  of  laceration  of  the  cer- 
vix uteri  are  usually  referable  to  pathological  conditions 
that  are  secondary  to  the  laceration,  and  are  in  no  way 
characteristic.  Leucorrhea,  or  a  discharge  from  the  ex- 
posed and  inflamed  cervical  mucous  membrane,  is  usually 
present.  Menstruation  is  often  irregular,  and  is  increased 
in  duration  and  amount  as  a  result  of  the  subinvolution 
of  the  uterus  and  the  chronic  congestion,  and  perhaps 
inflammation,  of  the  endometrium.  Backache  and  ver- 
tical headache  may  also  be  present  from  the  same  cause. 

If  the  tear  is  at  all  extensive — and  especially  if  it  ex- 
tends through  the  cervix  into  the  cellular  tissue  of  the 
broad  ligament— pelvic  pain,  referred  to  the  general  po- 
sition of  the  scar,  may  be  experienced. 

Movement  of  the  cervix  or  of  the  uterus  that  causes  trac- 
tion npon  the  scar  in  the  broad  ligament  produces  pain. 
Such  pain  may  result  from  the  bimanual  examination, 
from  jarring  or  movements  of  the  body,  from  defecation, 
or  from  coitus. 

Much  of  the  pelvic  pain  with  which  women  sul 


suffer  ^k 
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laceration  of  the  cervix  is  probably  due  to  the  pelvic 
lymphangitis  and  lymphadenitis  that  are  caused  by  the 
continuous  irritation  of  the  diseased  cervix. 

Sterility  is  a  not  unusual  accompaniment  of  laceration 
of  the  cervix.  It  may  be  due  to  the  malposition  of  the 
external  os  or  to  the  profuse  cervical  discharges.  In  case 
conception  occurs,  abortion  may  follow  on  account  of 
the  pathological  condition  of  the  body  of  the  uterus  and 
of  the  endometrium. 

Sometimes  very  marked  reflex  ner\'ous  disturbances  are 
caused  by  a  laceration  of  the  cervix.  Such  disturbances 
are  most  pronounced  in  those  cases  in  which  there  is 
much  cicatricial  tissue,  and  in  those  in  which  the  cer\'ix 
is  hard  and  sclerotic  or  cystic  as  a  result  of  long-standing 
inflammation — in  other  words,  in  thase  cases  in  which 
the  substance  of  the  cervix  is  most  affected. 

Neuralgia  may  occur  in  any  part  of  the  body.  It  is 
usually  situated  in  the  pelvis,  or  it  may  extend  to  the 
groin  and  down  the  thigh.  Reflex  nausea  and  vomiting 
mav  result  from  this  as  from  other  lesions  of  the  uterus. 
Cataleptic  convulsions  and  neurasthenia  may  also  result 
from  an  old  laceration  of  the  cer\'ix.  The  pelvic  focus 
of  irritation  is  constantly  wearing  and  exhausting  ner\'- 
ous  energy. 

Diagnosis. — The  diagnosis  of  laceration  of  the  cervix 
is  readily  made  by  digital  examination.  The  palpating 
finger  feels  the  one  or  more  angles  of  laceration.  The 
cervix  loses  its  normal  dome-like  shape  and  becomes 
broader  and  flatter.  In  those  cases  of  bilateral  laceration 
where  the  eversion  of  the  lips  of  the  cervix  is  so  marked 
that  the  angles  of  laceration  are  obliterated — becoming, 
in  fact,  1 80  degrees — or  where  the  angles  have  become 
filled  up  by  a  plug  of  cicatricial  tissue,  the  angles  of 
the  laceration,  of  course,  cannot  be  felt.  We  may  often, 
however,  detect  the  presence  of  the  plug  of  cicatricial 
tissue,  which  feels  harder  than  the  surrounding  tissues 
of  the  cervix;  and  we  can  always  determine  the  presence 
of  the  eversion  which  seems  to  have  obscured  the  lesion. 
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As  the  finger  is  passed  over  the  flattened  presenting 
cervix  it  is  found  that  the  shape  is  not  ronnd,  but  oval, 
with  the  long  axis  antero-piosterior.  The  finger  passes 
around  a  corner  or  edge  as  it  glides  into  the  anterior  or 
posterior  vaginal  fornix.  This  corner  or  edge  is  the 
extremity  of  the  torn  everted  lip  of  the  cervix.  It  corre- 
sponds approximately  with  the  margin  of  the  normal 
external  os.  The  apparent  external  os,  or  the  opening 
of  the  cervical  canal,  which  occupies  the  center  of  the 
presenting  cervix,  is  really  a  part  of  the  cervical  canal 
higher  up  than  the  nonnal  os — a  part  of  tlie  canal  that 
has  been  exposed  by  the  laceration  and  separation  of  the 
lips.  This  fact  should  be  remembered  when  the  length  of 
the  uterns  is  measured  by  the  sound.  The  measurement 
taken  from  the  apparent  external  os  is  often  half  an  inch, 
or  even  one  inch,  less  than  it  would  be  if  the  cervix  were 
restored.  The  degree  of  subinvolution  of  the  uterus 
indicated  by  the  measurement  of  the  length  is  often, 
therefore,  considerably  greater  than  would  be  supposed 
after  such  imperfect  measurement. 

The  presence  of  an  erosion  on  the  face  of  the  cervix 
may  also  be  determined  by  palpation.  The  eroded  sur- 
face has  a  soft  and  somewhat  velvety  feeling,  in  contrast 
with  the  smooth  surface  of  the  normal  vaginal  cervix 
covered  with  squamous  epithelium. 

The  cystic  degeneration  is  readily  detected  by  feeling 
the  small  shot-like  cysts  that  cover  the  cervix;  and  the 
sclerotic  condition  is  indicated  by  the  increased  hardness 
or  induration,  which  is  easily  perceptible  to  the  finger. 

The  most  satisfactory  visual  examination  of  a  lacerated 
cervix  is  made  ihrougli  the  Sims  speculum,  with  the 
woman  in  the  Sims  or  the  genu-pectoral  position.  The 
bivalve  speculum,  by  separating  the  upper  vaginal  walls, 
often  increases  the  eversion  of  the  lips  and  masks  the 
lesion. 

The  nature  of  the  injury  in  cases  of  bilateral  lacera- 
tion with  eversion  may  readih'  be  provi?d  in  exainu 
through  the  Sims  speculum.     If  the  anterior  an 


154      A  TEXTBOOK  OF  DISEASES  OF  WOMEN. 

run  lipi^  of  the  cervix  be  seized  with  tenacula  and  then 
drawn  together,  it  will  be  observed  that  the  area  of 
erof^ion  disappears  and  the  normal  shape  of  the  cer\nx  is 
approximately  restored. 

TreatmeitL — All  forms  of  laceration  of  the  cervix  in 
which  there  exist  eversion,  erosion,  cystic  degeneration, 
and  sclerosis  should  be  operated  upon.  A  slight  laceration 
in  a  young  woman  in  the  active  childbearing  period  does 
not  demand  operative  treatment  if  there  are  no  symptoms 
referable  to  the  laceration.  In  women  approaching  mid- 
dle life  (forty  years  of  age)  all  lacerations  of  the  cervix 
iihould  l)c  closed,  whether  or  not  they  produce  symptoms. 
It  should  always  be  remembered  that  cancer  of  the  cervix 
in  most  likely  to  originate  in  an  old  laceration,  and  the 
woman  should  be  protected  against  this  danger. 

The  treatment  of  laceration  of  the  cervix  is  operative. 
A  definite  mechanical  injury  has  been  inflicted,  and  the 
parts  uiust  be  repaired  by  operation. 

The  operation  for  the  repair  of  a  lacerated  cervix  is 
called  trachelorrhaphy.  The  operation  consists  in  denud- 
iug  or  excising  the  tissues  on  the  torn  surfaces  and  bring- 
ing the  freshened  surfaces  together  with  sutures. 

The  form  of  the  operation  for  a  bilateral  laceration  is 
shown  in  Kig.  104.  The  operation  should  preferably  be 
pcrfornicil  iunnediatcly  after  a  menstnial  period. 

The  inslruuuMits  noccssar\'  for  the  operation  of  trachel- 
orrhaphy are  two  double  tenacula,  two  sin- 
s^lo  lonacula,  tissue- forceps,  needle-holder, 
shol-conipK'Ssor,  Sims'  speculum,  needles, 
[  V\^.  uuX  knife,  and  scissors,  sharp-pointed 
and  curved  on  the  flat  (Fig.  103).  The 
u^xhUos  should  bo  sjx^ar-pointed  and  should 
Ih^  stuMij>  and  sharp,  as  the  cervical  tis- 
..  sues  thn>u>ih  which  ihev  are  passed  are 

u.snUox  ortcn  verv  dense.      The  straight  or  the 

cuvnxhI  lUHxUo  may  Ix*  nseil. 
SUkwvMm  )iul.  sholtc\l,  is  an  cxceetlingly  good  suture- 
mauual 


»fM 
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The  woniaii  should  be  placed  either  in  the  Sims  or  the 
dorso-sacral  position.  The  vulva,  vagina,  "and  cervix 
should  be  thoroughly  cleansed  and  rendered  as  aseptic  as 
possible.  The  cervix  should  l>e  exposed  through  the 
Sims  speculum.     The  anterior  and,  if  desirable,  the  pos- 


loj. — Curved  u;l£M>ra  (or  perfonning  iradii'lurrhapliy. 

tenor  lip  of  the  cervix  should  be  seized  with  a  double 
tenaculum  and  held  by  an  assistant;  or  the  lip  may  be 
transfixed  by  a  silk  Hgatnre,  with  which  the  cervix  may 
be  held. 

The  denudation,  which  may  be  made  with  a  knife  or 
with  scissors  curved  on  the  flat,  should  be  begun  ui>oii  the 
lower  lip.  The  tissue  to  he  removed  may  first  be  marked 
out  with  the  knife.  The  tissue  to  either  side  of  the  old 
external  os  is  seized  with  a  tenaculum  or  with  toothed 
lissue- forceps,  and  a  strip  is  elevated  by  an  incision 
I  extending  into  the  angle  of  the  tear.  A  correspoud- 
King  opposite  portion  of  tissue  on  the  anterior  lip  is  then 
^■eized  in  a  similar  manner,  and  a  similar  strip  of  tis- 
s  excised,  meeting  and  joining  the  strip  first  raised 
in  the  angle  of  the  tear.  We  thus  remove  a  wedge- 
shaped  portion  of  tissue.  Tlie  operation  is  then  repeated 
upon  the  other  side.  Tlie  strip  of  mucous  membrane 
ihat  is  left  011  the  center  of  the  lips  to  form  the  new 
cervical  canal  should  be  about  a  quarter  of  an  inch  in 
width. 

If  the  finger  be  pas,sed  over  the  freshened  surfaces, 
small  indurated  masses  of  tissue  are  soiTielimes  fell. 
Such  tissue  should  be  caught  with  the  toi.icuhiui  or  the 
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forceps  and  excised.  This  condition  is  most  usual  when 
the  tear  has  been  of  long  standing  and  the  cervix  has 
undergone  sclerotic  changes.  It  is  important  that  the 
excision  of  tissue  should  be  carried  well  up  in  the  angle 
of  the  laceration,  in  order  that  all  hard  cicatricial  tissue 
may  be  excised. 

The  excision  of  tissue  should  be  done  as  nearly  as  pos- 
sible in  the  plane  of  the  laceration.  A  frequent  mistake 
is  to  remove  too  much  tissue  from  the  vaginal  aspect  of 
the  cervix. 

There  is  usually  but  little  bleeding  in  the  operation  of 
trachelorrhaphy,  and  whatever  bleeding  there  is  may 
always  be  controlled  by  properly  placed  sutures. 

The  first  suture  should  embrace  the  angle  of  the  lace- 
ration. It  should  be  introduced  on  the  vaginal  aspect  of 
the  cervix,  near  the  edge  of  the  mucous  membrane,  and 
should  emerge  on  the  edge  of  the  mucous  membrane  of 
the  cervical  canal.  It  should  then  be  reintroduced  at  a 
corresponding  point  on  the  opposite  lip,  and  should 
emerge  on  the  mucous  membrane  of  the  vaginal  aspect. 
It  is  often  difficult  to  bring  the  first  suture  out  on  the 
mucous  membrane  of  the  cervical  canal.  This,  however, 
is  not  necessary  if  the  suture  embraces  the  whole  of  the 
denuded  angle. 

The  other  sutures,  usually  two  or  three  in  number,  are 
introduced  in  a  similar  manner  near  the  edge  of  the 
mucous  membrane  of  the  vaginal  aspect,  pass  around 
the  whole  of  the  denuded  surface,  and  emerge  on  the 
mucous  membrane  of  the  cervical  canal,  near  the  edge. 
They  are  then  re-introduced  on  the  opposite  lip,  and 
emerge  at  a  corresponding  point  on  the  vaginal  aspect  of 
this  lip. 

A  frequent  mistake  is  to  bring  the  sutures  out  on  the 
raw  surface  so  that  the  lateral  union  of  the  torn  lips  is 
shallow  and  superficial,  often  consisting  only  of  the  thick- 
ness of  the  mucous  membrane  of  the  vaginal  aspect  of 
the  cervix.  As  the  result  of  such  an  operation  the  new^- 
formed  cervical   canal  is  spindle-shaped,   much   broader 
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than  normal,  and  the  condition  of  an  incomplete  lacera- 
tion of  the  cervix  results. 

After  the  operation  the  vagina  should  be  washed  out 
with  a  1 :  2000  solution  of  bichloride;  it  should  then  be 
dried  with  sponge  or  gauze,  and  a  light  vaginal  pack 
of  sterile  gauze  should  be  introduced. 

The  gauze  pack  should  be  removed  at  the  end  of  forty- 
eight  hours,  and  after  this  a  daily  douche,  with  subse- 
quent drying  of  the  vagina,  should  be  administered. 
The  woman  should  remain  in  bed  for  two  weeks.  There 
is  always  present  some  subinvolution  of  the  uterus,  which 
is  much  benefited  by  rest  in  the  recumbent  position. 

The  sutures  may  be  removed  at  any  time  after  two 
weeks.  To  do  this  the  woman  should  be  placed  in  the 
lithotomy  position.  The  perineum  should  be  retracted 
with  a  Sims  speculum,  and  the  anterior  vaginal  wall 
should  be  supported  by  an  elevator  in  the  hand  of  an  as- 
sistant. 

If  a  perineorrhaphy  is  necessary,  it  should  be  performed 
at  the  same  time  as  the  trachelorrhaphy.  In  this  case  the 
cervix  sutures  should  not  be  removed  for  three  or  four 
weeks,  in  order  to  avoid  pressure  upon  the  perineum  by 
the  retracting  speculum. 

If  there  is  present  marked  subinvolution  of  the  uterus 
with  accompanying  endometritis,  the  cervical  canal 
should  be  slightly  dilated  and  the  body  of  the  utenis 
should  be  thoroughly  curetted  immediately  before  per- 
forming the  trachelorrhaphy. 

If  the  operation  of  trachelorrhaphy  is  performed  within 
a  few  months  after  the  receipt  of  the  laceration — before 
sclerotic,  cystic,  and  erosion  changes  have  appeared — 
there  is  usually  required  but  little  preparatory  treatment. 
When,  however,  there  is  a  marked  and  widespread  erosion, 
and  the  cervix  is  full  of  numerous  Nabothian  cysts,  or  is 
hard  and  sclerotic  from  inflammatory  exudate,  it  is  neces- 
sary to  devote  from  two  to  six  weeks  to  preparation  of 
the  cervix  for  operation.  Many  failures  in  the  operation 
of  trachelorrhaphy  are  due  to  neglect  of  such  preparatory 
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trealnient.  The  hard,  cystic  cervix  uiay  unite  but  im- 
perfectly after  operation,  or  the  symptoms  referable  to 
the  diseased  cervix  may  remain  unrelieved  by  the  opera- 
tion. We  often  see  women  in  whom  laceration  of  the 
cervix  has  been  closed  with  good  union,  and  yet  the  scle- 
rotic cystic  condition  of  the  cervix,  and  perhaps  subin- 
volution of  the  uterus,  persist,  and  symptoms  continue 
as  pronounced  as  before  operation. 

The  preliminary'  or  preparatory  treatment  consists  of 
the  administration  of  vaginal  douches,  regulation  of  the 
bowels  by  saline  purgatives,  and  local  applications  to, 
and  puncture  of,  the  cervix  uteri. 

The  woman  should  take,  two  or  three  times  a  day,  a 
vaginal  douche  of  one  gallon  of  hot  water  (iio°  F.). 
The  douche  should  be  administered  in  the  recumbent 
posture. 

One  or  two  watery  fecal   movements  should   be  pro- 
duced daily  by  Roclielle  salts,  sul- 
phate of  magnesium,  or  some  sim- 
ilar preparation. 

Every  five  or  si.v  days  the  woman 
should  be  placed  in  the  knee-chest 
position  and  the  cer\'ix  should  be 
exposed  with  the  Sims  speculum. 
The  Nabothian  cysts,  which  ap- 
pear as  translucent  vesicles  be- 
neath the  mucous  membrane. 
should  each  be  punctured  with 
a  sharp  knife-poinl.  If  the  cer- 
vix is  much  enlarged  ami  con- 
gested, it  should  be  freely  punc- 
tured over  the  whole  vaginal  aspect 
to  produce  local  depletion.  Half 
an  onnce  or  an  ounce  of  blood  may 
be  removed  in  this  way.  The  cer-  I'l-'  '05  — '•'ii""*-""!""' 
vix    should     then     be    thoroughly 

dried,  and  an  application  of  Chnrcbitl's  tincture  nf  iodine 
should  be  made  over  the  whole  of  the  cervix  and  the 
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nal  vault.  The  excess  of  iodine  should  be  removed  with 
a  little  cotton,  and  a  cotton  tampon  (to  which  is  attached 
a  string)  saturated  with  glycerin  should  be  placed  against 
the  cervix  (Fig.  105).  The  hygroscopic  action  of  the  gly- 
cerin is  most  useful  in  depleting  the  cervix.  The  woman 
should  be  told  to  remove  the  tampon  by  traction  on  the 
string  at  the  end  of  twelve  hours,  and  to  follow  the  re- 
moval with  a  vaginal  douche  of  hot  water. 

Such  local  treatment  should  be  instituted  immediately 
after  a  menstrual  period  and  should  be  repeated  every  five 
or  six  days,  and  continued  until  the  erosion  and  the  cysts 
have  disappeared  and  the  induration  has  diminished. 
Three  weeks  of  such  treatment  usually  produce  a  very 
marked  change.  The  cervix  not  only  becomes  much 
more  healthy  in  appearance,  but  most  of  the  symptoms 
of  which  the  woman  complained  vanish.  The  leucorrhea 
diminishes  or  ceases;  the  backache  and  headache  dis- 
appear. The  relief  is  often  so  marked  that  the  patient 
suggests  the  advisability  of  deferring  operation.  This, 
however,  should  never  be  countenanced,  as  all  the  symp- 
toms will  return  with  cessation  of  treatment. 

If,  after  the  careful  administration  of  the  treatment 
here  prescribed  for  five  or  six  weeks,  the  induration  and 
cystic  degeneration  do  not  disappear,  then  the  case  is  not 
one  that  will  be  benefited  by  trachelorrhaphy.  The  mere 
closure  or  union  of  the  indurated  and  cystic  lips  of  the 
cervix  will  not  cure  the  woman  if  these  conditions  persist. 

If  the  inflammatory  changes  secondary  to  the  laceration 
have  become  so  deeply  seated  that  they  are  not  relieved 
by  the  preparatory  treatment,  amputation  of  the  cervix 
is  necessary.  In  any  doubtful  case,  therefore,  this  pre- 
paratory treatment  is  to  a  certain  extent  indicative  of  the 
character  of  the  ultimate  operation  to  be  performed. 

The  description  of  the  operation  already  given  is 
applicable  to  the  most  usual  form  of  laceration — ^a  bi- 
lateral laceration.  If  the  injury  be  unilateral,  it  may  be 
necessary  to  split  the  cervix  on  the  sound  side  in  order  to 
denude,  and  to  introduce  sutures,  on  the  injured  side.   The 
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case  may  then  be  repaired  as  in  the  bilateral  form  of 
injury.  In  the  case  of  the  unusual  stellate  laceration  the 
lacerations  must  be  separately  repaired,  or  two  lacerations 
may  be  converted  into  one  by  excision  of  the  intervening 
tissue. 

The  incomplete  laceration  may  be  recognized  in  the 
manner  already  described,  by  introducing  a  sound  into 
the  cervical  canal  and  a  finger  in  the  vaginal  fornix. 
Such  an  injury  should  be  treated  by  splitting  up  the 
cervix  and  converting  the  incomplete  into  a  complete 
tear,  and  then  denuding  where  necessary  and  closing  as 
in  the  case  of  an  open  laceration. 

If,  in  an  old  laceration,  the  sclerotic  and  cystic  condi- 
tion of  the  cervix  does  not 
yield  to  the  preparatory  treat- 
ment advised,  amputation  of 
the  cervix  is  necessary. 

Amputalion  of  the  Cer- 
vix.— This  operation  is  per- 
fonned  as  follows:  The  cer- 
vix is  split  bilaterally  to  the 
vaginal  junction  with  knife 
or  scissors.  Two  flaps  are 
formed  in  this  way,  and  each 
flap  is  then  amputated  sepa- 
rately, the  posterior  one  first 
(Figs.  107-109).  An  incision 
is  made  on  the  vaginal  aspect 
of  the  posterior  flap,  extend- 
ing from  the  angle  of  the 
split  oa  one  side  to  the  angle 
of  that  on  the  other.  The 
knife  is  thrust  deeply  into 
the  cervical  tissue  and  is 
directed  toward  the  cervical 

canal.  An  incision  is  then  made  across  the  mncons  mem- 
brane of  the  cervical  canal,  on  the  anterior  aspect  of  this 
flap.     The  posterior  lip  is  thus  renio\ed.     The  anterior 
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lip  is  removed  in  a  similar  manner.  Tlie  stiinip  of  the 
cervix  is  then  closed  by  sutures.  Two  or  three  sutures 
are  introduced  011  each  side  of  the  cervix  to  close  the 
angles,  just  as  in  the  operation  of  trachelorrhaphy  for  a 
bilateral  tear,  and  two  sutures  are  introduced  on  each  flap 
to  attach  the  mucous  membrane  of  the  cervical  canal  to 
the  mucous  membrane  of  the  vaginal  aspect,  to  fonn  the 
new  e.vlernal  os.     The  first  siiUires  should  be  passed  well 


np  in  the  angles  at  the  lateral  vaginal  fornices,  to  control 
bleeding.  Bleeding  is  more  likely  to  be  free  in  this  ope- 
ration than  in  a  simple  trachelorrhaphy,  but  it  may  al- 
ways be  controlled  by  the  proper  application  of  the  first 
sutures  placed  in  the  angles. 

The  post-operative  treatment  is  similar  to  that  after  the 
operation  of  trachelorrhaphy. 

Amputation  of  the  cervix  does  not  interfere  with  con- 
ception, with  the  course  of  preguancy,  or  with  labor. 


CHAPTER    XIII. 

INFLAMMATION  OF  THE  CERVICAL  MUCOUS  MEM- 
BRANE (CERVICAL  CATARRH). 

The  mucous  membrane  of  the  cervical  canal  may  be 
the  seat  of  acute  or  chronic  inflammation.  Acute  inflam- 
mation usually  occurs  as  part  of  a  general  acute  process 
aflFecting  the  whole  of  the  endometrium,  and  is  com- 
monly the  result  of  gonorrheal  or  septic  infection.  It 
will  be  considered  under  General  Endometritis. 

Chronic  inflammation  of  the  mucous  membrane  of  the 
cervical  canal  (cervical  catarrh  or  cervical  endometritis) 
is  an  exceedingly  common  aflFection.  Unless  caused  by 
gonorrhea,  it  is  nearly  always  secondary  to  some  local  or 
general  condition. 

The  pathological  changes  that  take  place  in  the  mu- 
cous membrane  resemble  those  found  in  a  similar  pro- 
cess in  other  parts  of  the  body.  There  is  a  very  marked 
congestion  and  hypersecretion  of  the  racemose  glands 
of  the  cervical  canal,  so  that  the  most  prominent  symp- 
tom of  cervical  catarrh,  a  profuse  cervical  leucorrhea,  is 
produced.  This  discharge  resembles  the  normal  secre- 
tion of  the  cervical  glands.  In  its  physical  properties  it 
is  characteristic.  It  is  a  thick,  tenacious  mucus,  and 
differs  decidedly  from  the  thin,  more  serous  discharge 
from  the  vagina  or  from  the  body  of  the  uterus.  The 
discharge  is  often  opaque  ;  it  is  rarely  purulent,  and  is 
very  rarely  streaked  with  blood.  The  mucous  membrane 
of  the  cervical  canal  becomes  swollen,  and  may  project  or 
prolapse  beyond  the  limits  of  the  external  os,  so  that  the 
external  os  has  around  it  a  ring  of  red  congested  mu- 
cous membrane.      A  similar  condition  is  observed  on  the 
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eyelids  in  conjunctivitis.  Such  a  prolapse  of  the  mucous 
memhrane  would  bring  the  orifices  of  some  of  the  race- 
mose glands  upon  the  vaginal  aspect  of  the  cervix,  where 
it  will  be  remembered  they  are  uot  normally  present 
Tlie  iufiammatory  action  extends  beyond  the  limits  of  the 
external  os  on  to  the  vaginal  aspect  of  the  cervix.  The 
squamous  epithelinni  exfoliates  over  a  limited  area  around 
the  external  os,  and  there  is  produced  an  erosion  resem- 
bling that  already  described  under  Laceration  of  the  Cer- 
vix. Consequently,  the  red  eroded  area  surrounding  the 
external  os  that  appears  in  many  cases  of  chronic  inflam- 
mation of  the  cervical  mucous  membrane  is  due  to  ex- 
tension of  the  inflammatory  process  on  to  the  vaginal 
aspect  (with  desquamation  of  the  superficial  squamous 
cells)  and  to  prolapse  of  the  mucous  membrane  of  the 
cervical  canal.  The  racemose  glands  may  become  ob- 
stnicted,  either  as  a  result  of  thickening  in  the  character 
of  the  secretion  or  of  occlusion  of  the  orifices,  and  small 
retention-cysts  are  formed,  which  often  fill  the  body  of 
the  cervix,  and,  extending  peripherally,  appear  beneath 
the  mucous  membrane  of  the  vaginal  aspect.  The  cer- 
vix is  then  said  to  have  undergone  cystic  degeneration. 
Deep-seated  inflammaton,'  changes  may  also  take  place 
as  a  result  of  cervical  catarrh,  so  that  at  first  a  slight 
hypertrophy  from  inflammatory  exudate  results,  and  later 
the  formation  of  connective  tissue  produces  a  sclerotic 
condition  of  the  cervix. 

As  has  been  said,  chronic  cervical  catarrh,  unless  of 
gonorrhea!  origin,  is  nearly  always  secondary  to  some 
local  or  general  condition.  The  most  usual  cause  of  the 
disease  is  laceration  of  the  cervix,  which  causes  inflam- 
mation of  the  mucous  membrane  by  direct  injury  and 
exposure. 

The  various  flexions  and  displacements  of  the  uterus 
are  often  accompanied  by  cervical  catarrh,  which  proba- 
bly is  caused  by  the  chronic  congestion  brought  about  by 
interference  with  the  circulation  of  the  body  and  cervix. 
The  use  of  frequent  douches  of  cold  water  to  prevent 
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conception  is  said  to  result  in  chronic  inflammation  of 
the  cervical  mucous  membrane. 

Imperfect  involution  after  labor,  miscarriage,  or  men- 
struation may  cause  cervical  catarrh  from  the  chronic 
congestion  that  results. 

Gonorrhea  seems  in  many  cases  to  be  communicated 
directly  and  primarily  to  the  cervical  mucous  membrane, 
and  results  in  a  most  obstinate  form  of  chronic  inflam- 
mation. 

The  scrofulous  and  tubercular  diatheses  seem  undoubt- 
edly to  predispose  a  woman  to  chronic  inflammation  of 
the  mucous  membrane  of  the  cervix,  as  of  other  mucous 
membranes  of  the  body.  Cervical  catarrh  often  appears 
in  such  women  without  any  local  lesion  to  account  for  it. 
The  severity  of  the  local  trouble  depends  upon  the  gen- 
eral condition,  diminishing  when  the  general  health  im- 
proves. 

In  all  cases  of  cervical  catarrh,  even  though  dependent 
upon  a  distinct  local  lesion  like  a  laceration  of  the  cervix 
or  a  flexion  of  the  uterus,  the  severity  of  the  catarrh,  as 
measured  by  the  quantity  of  the  discharge,  is  very  much 
dependent  upon  the  general  health.  The  woman  is  often 
troubled  by  leucorrhea  only  at  those  times  at  which  her 
general  health  is  impaired  by  overwork,  anxiety,  or  from 
some  other  cause;  and  even  though  the  disease  may  be 
apparently  cured  by  appropriate  treatment,  the  symptom, 
leucorrhea,  is  very  apt  to  reappear  whenever  the  woman 
is  subjected  to  such  depressing  influences. 

The  most  conspicuous  symptom  of  cervical  catarrh  is 
the  leucorrhea — the  discharge  from  the  cervical  glands. 
As  has  already  been  said,  in  its  physical  properties  it  is 
characteristic.  It  is  a  thick,  opaque,  tenacious  mucus. 
The  quantity  is  often  so  great  that  the  clothes  of  the 
woman  are  soiled  and  she  is  obliged  to  wear  a  napkin. 

There  may  be  i)resent  slight  backache  and  a  feeling  of 
vague  discomfort  or  pain  in  the  pelvis  as  a  result  of  the 
inflammation  of  the  cervix.  It  is  difficult,  however,  to 
separate   symptoms   referable   distinctly  to   the   cervical 
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inflammation  from  those  due  to  the  primary  trouble,  to 
which  the  cervical  inflainmatioii  is  also  to  be  attributed. 
The  only  one  distinct  symptotii  of  cervical  inflammation 
is  the  leucorrhea. 

Digital  examination  in  a  case  of  cervical  catarrh  usually 
reveals  an  altered  condition  of  the  cervix.  The  vaginal 
cervix  may  be  somewhat  enlarged  and  soft  in  the  early 
stages  of  the  disease,  or  cystic  and  sclerotic  in  the  later 
stages.  The  external  os  is  usually  enlarged,  often  admit- 
ting the  tip  of  the  index  finger  even  in  those  who  have  not 
suffered  with  laceration  of  the  cervix.  The  prolapsed 
mucous  membrane  is  present,  and  the  erosion  may  be 
readily  felt  around  the  external  os,  being  easily  distin- 
guished from  the  smooth,  less  velvety  squamous  mucous 
membrane  of  the  vaginal  aspect. 

Speculum  examination  shows  a  congested  vaginal  cer- 
vix and  a  patulous  external  os  around  which  is  the  red 
erosion  already  described.  Escaping  from  the  external 
OS  is  seen  the  thick  cervical  mucus,  which  is  often  so 
tenacious  that  it  may  be  lifted  from  the  cervical  canal 
with  forceps. 

The  diagnosis  of  cervical  catarrh  is  usually  very  easily 
made  from  a  consideration  of  the  signs  described.  The 
important  thing  in  any  case  is  to  determine  the  cause  of 
the  inflammation  of  the  cervical  mucous  membrane,  in 
order  that  the  proper  treatment  may  be   directed  to  it. 

Treatment. — As  has  been  said,  cervical  catarrh  is 
always  secondary  to  some  local  or  general  condition, 
except  in  the  case  of  direct  gonorrheal  infection.  The 
gonorrheal  cases  must  be  determined  by  the  history  of 
the  disease  and  by  the  distinctive  signs  of  gonorrheal 
infection  which  will  be  described  later. 

In  every  case  of  cervical  catarrh  a  thorough  examina- 
tion to  determine  the  local  cause  of  the  disorder  must  be 
made.  If,  as  will  usually  be  the  case,  such  a  local  cause 
is  discovered,  the  treatment  should  be  applied  to  it,  and 
the  inflammation  of  the  mucous  membrane  may  be  dis- 
regarded, with  confidence  that  it  will  disappear  aribagi  the 
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exciting  cause  is  removed.  Many  cases  are  treated  by 
local  applications,  the  whole  attention  of  the  physician 
being  wrongly  directed  to  the  secondary  condition,  while 
the  exciting  lesion,  such  as  laceration  of  the  cervix,  sub- 
involution, or  a  flexion  or  version,  is  neglected.  Such 
treatment,  of  course,  results  in  but  temporary  benefit. 

Besides  such  cases  of  chronic  local  inflammation  depend- 
ent upon  a  distinct  local  lesion,  there  are  many  others 
in  which  the  catarrh  is  but  a  local  manifestation  of  a 
general  state  of  depressed  or  poor  health,  or  of  a  distinct 
dyscrasia  like  tuberculosis,  syphilis,  or  scrofula.  Local 
treatment  in  such  cases,  to  the  neglect  of  the  general 
health,  is  wrong. 

If  the  advice  here  given — to  seek  for  the  primary  cause 
of  the  cervical  catarrh  and  to  cure  it — is  followed,  it  will 
be  found  that  there  are  but  very  few  cases  that  depend 
for  cure  upon  local  applications.  Simple  local  treatment 
by  douches,  etc.  may,  however,  be  valuable  aids  in 
hastening  the  cure  of  the  disease  after  the  exciting  cause 
has  been  removed. 

The  treatment  may  be  considered  under  two  heads,  the 
general  and  the  local  treatment. 

General  tonic  treatment  is  required  in  most  cases  of 
protracted  cervical  catarrh.  The  preparations  of  iron 
are  the  most  valuable  in  this  condition. 

The  contraindication  to  the  use  of  iron  in  uterine  dis- 
ease is  menorrhagia  or  metrorrhagia — profuse  bleeding 
from  the  uterus.  If  in  any  case  this  symptom  is  present, 
and  it  is  found  that  the  bleeding  is  increased  after  the 
administration  of  iron,  then  this  drug  should  be  discon- 
tinued. 

The  following  are  useful  prescriptions  in  those  cases  in 
which  iron  is  indicated: 

Bland's  pill,  the  prescription  for  which  may  be  written: 
^.   Pulv.  ferri  sulph.  exsic, 

Potass,  carb.  purse,  aa,  .^ij. 

Ut  fiat,  massa  dividenda  in  pilulas  No.  xlviii. 
Sig.  One  pill  three  or  four  times  a  day. 
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Bashaiif  s  mixture,  the  formula  for  which  \\ 


^.  Tinct.  ferri  chloridi,  fsiss; 

Acidi  acetici  diluti,  fsij; 

Liquor,  ammonise  acetat,  fSxiv; 

Elix.  aurantii,  fSyj; 

Glycerin.,  fSj; 

Aquae,  fSiv. 
M.  Sig.  Tablespoonful  after  each  meal. 

The  prescription  which  Professor  Goodell  called   the 
"  mixture  of  the  four  chlorides''  is — 


I{*.   Hydrarg.  chloridi  corrosivi, 

gr.  j-ij; 

Liq.  arsenici  chloridi, 

gtt.  xlviij; 

Tinct.  ferri  chloridi, 

Acidi  hydrochlorici  dil.. 

ad.  fsiv; 

Syrupi, 

fSiij; 

Aqufle, 

ad  fSvj. 

M.   Sig.  One  dessertspoonful 

in  a  wineglassful  of 

water  after  meals. 

This  prescription  should  not  be  <^iven  for  more  than 
two  weeks  at  a  time. 

Careful  attention  should  always  be  paid  to  the  regu- 
larity of  the  bowels,  in  order  to  prevent  pelvic  conges- 
tion, which  may  result  from  constipation. 

Two  or  three  drams  of  Rochelle  salts  niav  be  adminis- 
tered  in  a  tumblerful  of  water  every  morning,  one  hour 
before  breakfast. 

A  useful  prescription,  combining  the  saline  purgative 
and  the  iron,   is — 


R.   Ferri  sulph., 

Rr.  xij; 

Magnes.  sulph., 

,?iss ; 

Sodii  chloridi, 

gr.  xij; 

Acid,  sulph.  dil., 

3iss; 

Infus.  quassiae. 

ad 

.?vj. 

M.  Sig.  One  tablespoonful  one  hour  bef 
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An  excellent  laxative  pill  is — 

^,  Extract,  colocynthidis, 

Extract,  hyoscyami,  ad,  gr.  x; 

Massae  hydrargyri,  gr.  xx. 

M.   Fiat  massa  dividenda  in  pilulas  No.  xx. 
Sig.  One  pill  three  times  a  day. 

Str>'chnine  in  addition  to  the  iron  is  often  a  most  use- 
ful medicine  in  this  condition  of  cervical  catarrh. 

Various  medicines  have  been  administered  internally 
to  control  the  hypersecretion  from  the  cervical  glands. 
Such  therapeutics,  however,  is  not  to  be  relied  upon. 

Any  distinct  pathological  condition,  like  tuberculosis 
or  syphilis,  should,  of  course,  receive  the  appropriate 
treatment. 

Ix>cal  treatment  may  be  directed  to  the  vaginal  aspect 
of  the  cervix  or  directlv  to  the  cervical  canal.  The 
former  treatment  should  always  be  tried  first,  and  it  will 
usually  be  found  sufficient.  It  consists  of  the  administra- 
tion of  hot  vaginal  douches,  the  application  of  Churchiirs 
tincture  of  iodine  to  the  vaginal  vault,  and  the  use  of  the 
glycerin  tampon  as  described  under  the  treatment  of 
laceration  of  the  cervix.  Puncture  of  the  cervix  in  order 
to  produce  local  depletion,  as  already  mentioned  in  the 
preparatory  treatment  of  laceration  of  the  cervix,  may 
also  be  tried. 

If  any  case  of  cervical  catarrh  persists  after  the  cure 
of  the  primary  local  or  general  lesion,  in  case  such  a 
lesion  is  present,  and  after  the  additional  local  treatment 
by  douches  and  applications  to  the  vaginal  vault,  then 
we  may  be  obliged  to  make  applications  directly  to  the 
mucous  membrane  of  the  cervical  canal. 

These  applications  should  be  made  as  follows,  any  time 
in  the  menstrual  interval  being  appropriate:  The  cervix 
.should  be  exposed  through  the  Sims  or  the  bivalve  spec- 
ulum, and  should  be  steadied  by  seizing  it  with  a  tenac- 
ulum. The  cervical  canal  should  then  be  wiped  out 
with  cotton  either  in  the  grasp  of  long  thin  forceps  or 
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upon  an  applicator.  The  cervical  iimciis  should  be  re- 
moved in  this  way,  in  order  to  permit  the  direct  applica- 
tion of  the  desired  sohition  to  the  imicons  membrane, 
Theapplicatoror  forceps,  armed  with  cotton  saturated  with 
the  solution,  should  be  introduced  in  the  cervical  canal 
and  applied  to  alt  portions  of  tlie  mucous  membrane. 

In  place  of  the  applicator  we  may  use  the  glass  pipette 
or  instillation-tube  (Fig.  no),  as  recommended  by  Skene. 


This  instrument,  charged  with  a  few  drops  of  the  sohi- 
tion, should  be  introduced  as  far  as  the  internal  os,  and 
the  solution  should  be  expressed  as  the  pipette  is  slowly 
withdrawn. 

In  most  cases  of  cervical  catarrh  the  external  os  is  suf- 
ficiently large  and  the  canal  sufficiently  patulous  to  per- 
mit the  applications  already  described.  Sometimes,  how- 
ever, when  the  external  os  and  the  canal  are  contracted, 
it  is  desirable  to  dilate  slightly  with  the  small  uterine 
dilators  before  making  the  application.  Such  dilata- 
tion to  one-quarter  or  one-half  an  inch  may  be  per- 
formed witliout  an  anesthetic,  and  may  be  repeated  as 
often  as  necessary. 

Various  solutions  are  used  for  application  to  the  cervi- 
cal canal.  Violent  caustics  should  be  avoided.  The 
solutions  of  mild  strength  are  preferable.  A  solution  of 
I  or  2  grains  to  the  ounce  of  chloride  of  zinc,  sulphate 
of  zinc,  tannic  acid,  nitrate  of  silver,  or  bichloride  of 
mercury  is  often  useful.  An  application  of  pure  carbolic 
acid  is  sometimes  followed  by  good  results.  Perhaps  the 
most  generally  useful  application  is  Churchill's  tincture 
of  iodine  or  a  solution  of  2  parts  of  tincture  of  iodine 
and   I  part  of  carbolic  acid. 


CHAPTER   XIV. 
CONGENITAL  EROSION  AND  SPLIT  OF  THE  CERVIX. 

In  describing  the  lesions  of  laceration  of  the  cervix  and 
cervical  catarrh,  frequent  mention  has  been  made  of  the 
cervical  erosion  or  the  catarrhal  patch.  The  erosion, 
or  red  granular  area,  surrounding  the  external  os  seems 
to  be  caused  by  various  factors.  In  laceration  it  is  due 
to  the  eversion  and  exposure  of  the  normal  cervical 
mucous  membrane,  and  perhaps  to  slight  proliferation 
of  the  cylindrical  cells  of  this  mucous  membrane  on 
to  the  mucous  membrane  of  the  vaginal  aspect  of  the 
cervix.  In  cervical  catarrh  it  is  caused  by  swelling 
and  prolapse  of  the  mucous  membrane  of  the  cervical 
canal,  and  extension  of  the  inflammatory  process  beyond 
the  limits  of  the  external  os,  with  partial  desquamation 
of  the  squamous  cells. 

There  are  other  cases,  however,  in  which  the  erosion 
appears  to  be  congenital.  Such  erosions  have  been  ob- 
served by  Fischel  and  other  investigators  surrounding  the 
external  os  in  new-born  infants.  Erosion  of  this  cha- 
racter has  been  found,  in  a  more  or  less  marked  degree, 
in  36  per  cent,  of  new-born  infants.  Microscopically, 
these  erosions  appear  to  be  a  direct  continuation  of  the 
mucous  membrane  of  the  cervical  canal.  Thev  are 
covered  with  a  single  layer  of  cylindrical  epithelium, 
and  they  possess  mucous  glands,  resembling  in  these 
features  the  cervical  mucous  membrane,  and  not  the 
mucous  membrane  of  the  vaginal  aspect  of  the  cervix, 
which,  it  will  be  remembered,  is  covered  with  squamous 
epithelium  and  contains  no  glands.  This  congenital 
erosion  usually  is  of  verv  limited  extent,  but  in  some 
cases  it  covers  the  greater  part  of  the  vaginal  aspect  of 
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the  cervix,  and  may  then  give  rise  to  decided  symp- 
toms.. The  condition  is  due  to  imperfect  development  of 
the  external  os.  In  the  well-formed  woman  there  is,  at 
the  external  os,  a  sharp  line  of  demarcation  between  the 
sqnamons  epithelium  of  the  vaginal  aspect  and  the  cylia- 
(Irical  epithelium  of  the  cervical  canal.  In  the  congenital 
erosion  the  epithelium  of  the  canal  extends  beyond  the 
limits  of  the  external  os,  and  meets  the  squamous  epithe- 
linm  at  a  lower  level  than  normal. 

Such  congenital  erosions  usually  give  rise  to  no  trouble, 
though  perhaps  they  predispose  the  woman  to  cervical 
catarrh  as  a  result  of  exposure  of  the  mucous  membrane. 
In  extreme  cases,  however,  in  which  the  cylindrical  epi- 
thelium of  the  cervical  canal  persists  over  the  greater 
part  of  the  vaginal  cervix,  and  in  which  the  glandular 
elements  of  the  canal  are  found  on  the  vaginal  aspect,  a 
distinct  patholf^ical  condition  arises.  The  symptoms  of 
this  condition  resemble  closely  those  of  laceration  of  the 
cervix  with  ectropion.  There  is  backache,  a  feeling  of 
weight  in  the  pelvis,  and  perhaps 
some  ovarian  pain.  In  addition, 
the  woman  complains  of  a  leucor- 
rhea  presenting  the  characteristics 
of  the  cervical  mucus.  Decided 
ner\'ous  and  digestive  disturbances 
may  be  present. 

If  this  condition  of  congenital 
ectropion  exists  along  with  a  lace- 
ration of  the  cervix,  the  diagnosis 
becomes  very  difficult.  If,  how- 
ever, we  can  exclude  the  possibil- 
ity of  a  former  conception,  we  may 
by  careful  study  determine  the  real 
natnre  of  the  case. 

Fig.   Ill  represents  the  appear-     ""'sLo'n'of  ^he'1 
ance   of  the   cervix   in   a   case  of 
marked  congenital  erosion  in  a  virtnons  single 
twenty  years  of  age.     It  will  be  observed  tliat  the  appear- 
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ance  resembles  somewhat  that  seen  in  a  bilateral  lacera- 
tion of  the  cervix  with  eversion.  The  following  are  the 
points  of  diflFerence: 

In  laceration — 

There  is  a  history  of  previous  pregnancy. 

The  presenting  face  of  the  cervix  is  oval,  with  the  long 
axis  antero-posterior. 

The  angles  of  laceration  may  be  determined,  by  sight 
or  touch,  either  as  more  or  less  well-marked  depressions 
or  as  hard  plugs  in  case  they  are  filled  up  by  scar- 
tissue.  The  mucous  membrane  of  the  cervical  canal  may 
be  made  out  as  a  strip  on  the  anterior  and  posterior  lips, 
from  which  there  extends  laterally  a  more  or  less  well- 
marked  erosion. 

The  vaginal  cervix  is  not  of  the  general  mushroom 
shape  seen  in  the  figure. 

If  microscopic  examination  of  the  cervix  be  made, 
racemose  glands  will  be  found  discharging  only  on  the 
mucous  membrane  of  the  cervical  canal — not  all  over  the 
vaginal  aspect. 

In  the  congenital  ectropion — 

There  may  be  no  history  of  pregnancy. 

The  presenting  face  of  the  cervix  is  approximately 
circular. 

There  is  no  angle  of  laceration  determined  by  sight  or 
touch. 

The  erosion  may  extend  evenly  around  the  external  os, 
and  there  is  no  one  strip  that  corresponds  to  the  exposed 
mucous  membrane  of  the  cervical  canal. 

The  vaginal  cervix  is  mushroom-shaped,  with  a  decided 
stalk. 

Microscopic  examination  reveals  racemo.se  glands  dis- 
charging over  the  greater  part  of  the  vaginal  cervix,  to  the 
sides  of  the  external  o.s,  as  well  as  in  front  of  and  behind  it. 

The  ultimate  test  of  this  condition  is  the  discovery  of 
the  glands  discharging  on  the  vaginal  aspect  of  a  cervix 
in  which  the  mucous  membrane  of  the  cervical  canal  had 
not  been  exposed  by  laceration. 
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The  treatment  of  congenital  erosion  of  the  cervix, 
when  it  is  so  marked  as  to  produce  distinct  symptoms,  is 
amputation  of  the  cervix. 

Congenital  Split  of  the  Cervix.— There  is  some- 
times found  a  congenital  split  of  the  cervix,  closely  re- 
sembling a  unilateral  or  bilateral  laceration  following 
labor  or  miscarriage.  The  recognition  of  this  fact  is  of 
great  medico-legal  importance.  One  of  the  most  positive 
signs  of  a  former  conception  is  a  laceration  of  the  cervix.  , 
In  some  cases,  however,  a  condition  resembling  such  a 
laceration  may  exist  from  birth.  Marked  lateral  split  of 
the  cer\'ix  has  been  discovered  in  the  new-born  infant, 
and  several  cases  have  been  observed  in  which  this  con- 
dition has  been  found  in  adults  of  undoubted  virginity. 

It  is  possible  that  this  condition  may  become  patho- 
logical. Cervical  catarrh  might  be  produced  from  expos- 
ure of  the  mucous  membrane  of  the  cervical  canal.  The 
lesion,  however,  is  not  of  nearly  such  serious  moment  as 
a  laceration  after  miscarriage  or  labor,  for  the  last  injury 
occurs  in  a  utenis  which  must  undergo  involution,  and 
the  chief  symptoms  of  laceration  of  the  cervix  are  usu- 
allv  those  incident  to  arrested  involution. 


CHAPTER   XV. 

CERVICAL  POLYPI;  HYPERTROPHIC  ELONGATION 
OF  THE  CERVIX;  CHANCRE  OF  THE  CERVIX; 
TUBERCULOSIS   OF    THE    CERVIX. 

Cervical  Polypi. — Polypoid  tumors  are  found  grow- 
ing from  the  mucous  membrane  of  the  cervical  canal, 
projecting  into  the  canal  or  protruding  from  the  external 
OS.  The  mucous  polypus  is  the  most  usual  form,  and  is 
caused  by  cystic  degeneration  of  the  Nabothian  glands 
of  the  cervical  mucous  membrane.  Sometimes  such 
polypi  protrude  from  the  ostium  vaginae.  Less  often 
a  papillary  or  warty  growth  is  found  on  the  mucous 
membrane  of  the  cervical  canal,  in  the  neighborhood  of 
the  external  os.  There  is  usually  present  dilatation  of 
the  external  os  and  cervical  canal.  The  symptoms 
of  cervical  polypi  are  not  characteristic.  Inflammation 
of  the  cervical  mucous  membrane  and  cervical  catarrh 
may  result.  There  may  be  slight,  and  rarely  profuse, 
bleeding  from  the  external  os.  The  bleeding  may  follow 
efforts  at  straining,  sexual  connection,  long  standing,  or 
exercise.  Occurring  at  the  time  of  the  menopause  or 
later,  this  symptom  would  excite  the  suspicion  of  begin- 
ning cancer  of  the  cervix. 

Pediculated  polypi  should  be  twisted  or  cut  away. 
Bleeding  is  usually  very  slight.  The  sessile  growths, 
like  the  papillomata,  should  be  excised,  the  incision  be- 
ing carried  well  below  the  base  of  the  tumor  into  the 
healthy  tissue  of  the  cervix.  The  wound  may  then  be 
closed  with  an  interrupted  suture.  In  every  case  of  such 
tumor  a  careful  microscopical  examination  should  be 
made  to  determine  its  benign  or  malignant  character. 

Hypertrophic  Elongation  of  the  Vaginal  Cervix. 
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— In  this  condition  there  is  a  marked  increase  in  the 
length  of  the  vaginal  portion  of  the  cervix  nteri,  though 
ihe  thickness  of  the  cervix  may  be  but  little,  if  any, 
greater  than  normal.  The  vagiual  cervix  may  be  so  long 
that  the  external  os  may  lie  outside  the  ostium  vagina. 
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The  condition  is  a  true  hypertrophic  growth,  the  cause 
of  which  is  unknown.  It  is  probably  congenital,  as  it  is 
fonnd  in  the  virgin. 

The  diagnosis  between  elongation  of  the  vaginal  cervix 
and  the  varions  forms  of  prolapse  of  the  i: 


e  vaginal  cervix  ■ 

z  uterus  and  the  I 
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vagina  may  be  readily  made.  In  elongation  of  the  vag- 
inal cervix  the  fundus  uteri  is  at  the  normal  level;  there 
is  no  inversion  of  the  vagina;  the  vaginal  fornices  are  in 
the  normal  position. 

Elongation  of  the  vaginal  cervix  to  a  degree  sufficient 
to  be  considered  pathological  is  very  rare. 

The  treatment  consists  in  amputation  of  the  cervix. 

Chancre  of  the  Cervix. — Chancre  of  the  cervix  is  a 
rare  lesion.  One  obser\'^er,  Rassennone,  found  117  uter- 
ine chancres  in  a  series  of  1375  cases  of  venereal  sores  on 
the  female  genitals.  The  sore  may  occur  on  either  lip 
of  the  cervix  and  may  extend  into  the  cervical  canal. 
The  appearance  is  that  characteristic  of  similar  sores  in 
other  parts  of  the  body. 

The  diagnosis  may  be  made  from  a  history  of  coitus 
with  a  man  having  active  syphilis,  by  microscopic  exam- 
ination if  necessary,  and  by  the  later  appearance  of  sec- 
ondary' syphilitic  symptoms. 

Tuberculosis  of  the  Cervix.— Tuberculosis  of  the 
cervix  is  a  very  rare  condition.  The  appearance  of  the 
cervix  in  such  cases  resembles  that  of  cancer.  In  fact, 
hysterectomy  has  been  performed  for  this  condition 
under  the  mistaken  diagnosis  of  malignant  disease. 

The  diagnosis  may  be  made  by  the  microscopic  exam- 
ination of  the  discharge  and  of  excised  tissue. 

Complete  hysterectomy  should  be  performed  for  tuber- 
culosis of  the  cervix. 


CHAPTER  XVr. 
CANCER  OF    THE   CERVIX  UTERI. 

Cancer  of  the  cervix  uteri  is  a  very  common  disease. 
About  one-third  of  all  cases  of  cancer  in  women  affect 
the  uterus.  Like  cancer  in  other  parts  of  the  body,  the 
disease  has  been  observed  at  almost  every  period  of  life 
except  infancy.  It  occurs  most  frequently  during  the 
active  mature  life  of  the  woman,  between  the  ages  of 
thirty  and  fifty.  It  is  probable  that  more  cases  occur 
during  the  latter  decade  of  this  period  than  during  the 
former. 

Cancer  of  the  cervix  is  a  disease  of  the  childbearing 
woman.  It  is  very  rare  in  women  who  have  never  con- 
ceived. Statistics  show  that  women  who  develop  cancer 
of  the  cervix  have  borne  on  an  average  five  children. 
The  stout,  well-nourished  mother  of  a  large  family  is 
very  prone  to  cancer  of  the  cervix. 

It  is  probable  that  the  chief  predisposing  cause  of  can- 
cer of  the  cervix  is  a  fissure  or  laceration  caused  by  mis- 
carriage or  labor.  A  focus  of  irritation,  a  point  of  dim- 
inished resistance,  is  thus  developed,  where  cancer  may 
start  in  a  woman  predispcsed  to  this  disease.  In  some  of 
the  ca.ses  of  cancer  of  the  cervix  occurring  in  sterile 
women  it  has  been  found  that  previous  traumatism  had 
been  inflicted  by  dilatation  or  incision  of  the  cervix. 

Cancer  of  the  cervix  uteri  originates  in  one  of  three 
structures:  I.  The  squamous  epithelium  covering  the 
vaginal  a.spect  of  the  cervix;  11.  The  cylindrical  cells 
lining  the  cervical  canal;  III.  The  epithelial  cells  of  the 
cer\'ical  glauds. 

The  early  appearance  of  the  disease,  the  gross  form 
assumed  by  the  cancer,  the  direction  of  growth,  and  the 

in 
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clinical  course  depend  upon  the  place  of  origin.  In  the 
late  stages  of  the  disease,  characterized  by  extensive  de- 
struction of  tissue,  all  forms  appear  alike. 

I.  Cancer  of  llie  vaginal  a,spect  of  the  cervix  very  often 
begins  in  a  benign  erosion  of  an  old  laceration.  The 
early  stages  of  transition  from  the  benign  to  the  malig- 
nant condition  are  not  apparent  to  the  unaided  senses, 
and  can  be  recognized  only  by  the  microscope.  Later  a 
superficial  ulceration  is   developed,   or  the  cancer  may 
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assume  the  polypoid   or  vegetating   form,    and    become 
readily  recognized  by  the  unaided  senses. 

It  win  be  remembered  that  true  ulceration  as  a  benign 
condition  is  very  rare  on  the  cervix  uteri.  The  erosion 
of  a  laceration  is  in  no  sense  an  ulceration.  An  ulcera- 
tion of  the  cervix,  therefore,  shonid  always  excite  the 
gravest  suspicion.  The  polypoid  or  vegetating  growths 
vary  very  much  in  size.     They  are  sometimes  very  exu- 
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berant,  forming  large  caiiHflower-like  masses  filting  the 
upper  part  of  the  vagina  (Fig.  114).  lu  other  cases  they 
are  small  warty  growths  or  rounded  protuberances  abont 
the  size  of  a  pea.  The  disease  usually  spreads  to  the 
mucous  membrane  of  the  vagina.  Less  often  it  extends 
to  the  cervical  canal  and  to  the  body  of  tlie  nterus. 

II.  When  the  cancer  begins  in  the  mucous  membrane 
of  the  cervical  canal,  extensive  destruction  of  tissue  may 
take  place  before  any  appearance  of  the  disease  is  ob- 


ser\-ed  at  the  external  os  (Fig.  115).  This  is  most  likely 
to  occur  in  those  cases  in  which  there  is  not  present  a 
bilateral  laceration  of  the  cervix  with  eversion  of  the 
mocous  membrane.  In  some  cases  the  whole  of  the  cer- 
vix is  destroyed,  leaving  only  a  shell,  the  lower  portion 
of  which  is  the  vaginal  asjwct  of  the  cervix. 

When  the  cer\-ix  is  lacerated  and  the  mucous  mem- 
brane of  the  canal  is  exposed,  the  disease  is  more  early 
apparent,  and  we  ma\-  then  obser\'e  the  maliggtaat  ulcera- 
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tion  of  tlie  exposed  iiiiicons  membrane  or  the  presence 
on  it  of  cancerous  outgrowths.  This  fonn  of  cancer  of 
the  cervix  uteri  is  more  likely  to  extend  upward  to  the 
endometrium  than  is  the  form  first  described. 

III.  Wheu  the  cancer  begins  in  the  distal  ends  of  the 
cervical  glands,  it  may  appear  as  a  nodnle  in  the  body  of 
the  cervi-v.  It  will  be  remembered  that  sometimes  these 
glands  become  so  distended  peripherally  that  they  ap- 
pear beneath  the  mucous  membrane  of  the  vaginal  aspect 
of  the  cervix  as  Nabothiaii  cysts.  In  a  similar  way, 
when   the  glands  become  seats  of  cancerous  infection, 
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hard  nodnles  of  various  size  may  appear  or  be  felt  beneath 
the  vaginal  mucous  membrane.  In  other  cases  the  nodule 
is  sitnated  beneath  the  mucous  membrane  of  the  cervical 
canal.  These  nodules  disintegrate  and  perforate  the 
overlying  mucous  membrane,  and  in  this  way  form  a 
malignant  nicer  which  may  appear  either  in  the  cervical 
canal  or  on  the  vaginal  aspect  of  tlie  cervix. 

As  has  been  said,  when  ulceration  and  destruction  take 
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place,  in  the  last  stages  of  the  disease,  all  the  varieties  of 
cancer  present  a  similar  appearance  and  are  accompanied 
by  similar  symptoms. 

Cancer  of  the  cer\'ix  uteri  may  extend  to  the  vagina, 
to  the  body  of  the  uterus,  to  the  broad  ligaments,  the 
bladder,  rectum,  ureters,  and  the  peritoneum,  and  it  may 
be  carried  by  the  lymphatic  vessels  to  the  pelvic  and 
inguinal  lymphatic  glands. 

lu  nearly  all  cases  of  long  standing  the  upper  part  of 
tlie  vagina  is  involved.  Sometimes  the  whole  of  the 
vaginal  canal,  from  the  cervix  to  the  vulva,  is  infiltrated 
with  cancerous  growths. 

The  body  of  the  utenis  always  becomes  involved  sooner 
or  later.  This  is  most  apt  to  occur  in  those  cases  in 
which  the  disease  begins  in  the  cervical  canal.  The 
endometrium  is  affected  by  direct  extension,  the  malig- 
nant disease  being  often  preceded  by  some  benign  form 
of  endometritis. 

Sometimes  the  cervix  becomes  hypertrophied  by  general 
infiltration  to  three  or  four  times  its  usual  size. 

The  broad  ligaments  are  very  usually  involved  by  direct 
extension  of  the  disease.  They  become  thick,  hard,  and 
ver>-  rigid,  holding  the  uterus  fixed  in  the  pelvis.  When 
only  one  ligament  is  affected,  the  uterus  is  drawn  to  that 
side.  The  ureters  become  involved  by  extension  of  the 
infiltration  to  their  walls  or  by  pres.sure  upon  them  by 
the  thickened  broad  ligaments. 

The  bladder,  on  account  of  its  close  relationship  to  the 
cervix,  is  always  involved  in  the  la.st  stages.  The  disease 
may  extend  to  the  vesical  mucous  membrane,  and  symp- 
toms of  cystitis  wilt  apjjear.  Sometimes  the  vesico-vag- 
inal  septum  is  destroyed  and  a  urinary  fistula  results. 
Extension  to  the  rectum  is  not  so  common.  .\s  the  dis- 
ease extends  upward  the  peritoneum  may  be  perforated, 
though  this  is  an  unusual  accident.  In  most  cases  peri- 
toneal involvement  is  preceded  by  local  inflammation  and 
by  adhesions  which  prevent  direct  penetration  of  the 
peritoneal  < 
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The  pelvic  and  retroperitoneal  lymphatic  glands  be- 
come affected  in  the  later  stages  of  cancer  of  the  cervix. 

The  inguinal  glands  are  rarely  involved  in  the  last 
stages  of  the  disease.  Metastasis  to  remote  parts  of  the 
body  is  unusual.  Cancer  of  the  cervix  usually  remains 
localized  and  does  not  become  metastatic. 

From  this  description  it  will  be  observed  that  in  the 
early  stages  of  cancer  of  the  cervix  the  disease  presents  a 
variety  of  appearances.  As  cure  of  the  disease  depends 
upon  its  early  recognition,  it  is  of  the  utmost  importance 
that  the  physician  should  be  familiar  with  these  early 
phenomena. 

When  cancer  begins  in  an  erosion  of  a  laceration,  we 
find  that  the  eroded  surface  bleeds  more  easily  than  in  the 
non-malignant  condition,  and  is  somewhat  more  elevated 
than  the  surrounding  surface  of  the  cer\'ix.  We  may  by 
palpation  detect  around  the  erosion  a  more  or  less  in- 
durated edge  which  is  not  felt  around  a  benign  erosion. 
The  submucous  structures  of  the  cervix  mav  feel  brawnv 
and  indurated.  If  the  erosion  has  become  an  ulcer,  the 
indurated  edges  and  the  involvement  of  the  deeper  struc- 
tures of  the  cervix  are  more  marked.  It  must  always  be 
remembered  that  an  ulcer  of  the  cervix  is  very  rare  as  a 
benign  condition. 

In  the  vegetating  form  of  cancer  of  the  cervix  we  may 
find  small  warty  growths,  or  large  cauliflower-like  masses, 
or  roiuided  or  irregular  protuberances  growing  from  the 
surface  of  the  cervix.  There  is  here  also  felt  an  indura- 
tion around  the  base  of  the  growth  and  throughout  the 
cervix. 

A  very  striking  characteristic  of  cancerous  growths  of 
the  cervix  uteri  is  their  friability.  The  warty  growths 
or  cauliflower-like  masses  break  oflT  readily  upon  even 
gentle  palpation,  and  profuse  bleeding  often  results. 
There  is  no  other  disease  of  the  cervix  in  which  the 
outgrowths  are  of  such  a  friable  and  vascular  character. 
Even  in  the  ulcerated  form  of  cancer  the  edges  of  the 
ulcer  are  of  this  same  friable  nature. 
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When  the  disease  begins  immediately  within  the  ex- 
ternal OS,  this  opening  becomes  enlarged,  the  cervical 
canal  is  destroyed,  and  there  is  presented  the  appearance 
of  a  deep  conical  excavation,  with  ulcerated,  unhealthy 
edges,  in  the  center  of  the  vaginal  cervix.  When  the 
disease  begins  still  higher  up,  the  cervical  canal  may  be 
the  seat  of  extensive  destruction  of  tissue  before  any 
lesion  is  visible  below  the  external  os.  Usually,  how- 
ever, the  OS  is  sufficiently  open  to  permit  the  condition 
of  the  canal  above  to  be  seen. 

When  the  disease  begins  in  the  racemose  glands  of  the 
cer\'ix,  the  nodules  may  be  felt  beneath  the  mucons  mem- 
brane of  the  vaginal  aspect  of  the  cervix.  The  whole 
cervix  is  usually  indurated  and  somewhat  enlarged.  The 
mucous  membrane  overlying  the  nodule  may  appear  con- 
gested, and  upon  palpation  it  is  foiind  that  the  overlying 
mncons  meuibrane  does  not  glide  readily  over  the  nodule, 
but  seems  to  be  more  riian  normally  adherent  to  the 
underlying  structures. 

In  all  the  forms  of  cancer  of  the  cervix  there  is  present 
to  a  greater  or  less  extent  a  general  induration  of  the 
cen'ix.  The  elasticity  or  resiliency  of  the  cervix  is 
diminished  or  lost ;  this  is  shown  not  only  by  the  sensa-* 
tion  upon  palpation,  but  by  the  fact  that  the  cervix  is 
not  capable  of  dilatation,  by  sponge  tent  or  otherwise,  as 
in  the  normal  condition. 

In  the  last  stages  of  the  disease  the  gross  appearance 
is  the  same  in  all  forms  of  cancer  of  the  cervix.  The 
cervix  may  fill  the  whole  vaginal  vault,  sometimes  hyper- 
trophied  to  the  size  of  the  adiilt  fist.  The  preseuting 
mass  is  ulcerated,  gangrenous,  and  covered  with  friable 
vegetations  bathed  in  thin  fetid  pus  and  blood.  The 
vaginal  vault  itself  is  usually  involved  by  extension  of 
,  the  disease.  The  body  of  the  uterus  is  found  to  be  en- 
■  larged,  and  the  mass  of  the  cer\'ix  is  held  rigidly  in  the 
Bpelvis  by  the  thickened  cancerous  broad  ligaments. 

In  some  other  cases,  instead  of  a  protruding  mass  we 
discover  an  immense  crater  in  tlie  vaginal  vault — a  era- 
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ter  with  indurated  edges  and  sides,  surmounted  by  the 
body  of  the  uterus.  The  size  of  the  crater  shows  that 
the  destruction  of  tissue  has  extended  far  beyond  the 
normal  limits  of  the  vaginal  and  supra-vaginal  cervices. 
The  interior  of  the  crater  presents  an  ulcerated,  slough- 
ing surface. 

There  is  no  condition  which  should  be  mistaken  for 
cancer  of  the  cervix  in  the  last  stages.  A  sloughing 
uterine  polyp  presents  superficially  a  similar  appearance, 
but  the  gangrenous  mass  will  be  found  surrounded  by  a 
ring  or  collar,  often  very  attenuated,  of  healthy  cervical 
tissue,  and  the  presenting  tumor  is  usually  elastic  to  the 
touch,  not  unyielding  and  friable  like  the  cancerous  mass. 

In  the  early  stages  of  cancer  the  appearance  resembles 
closely  the  erosion  of  a  bilateral  laceration  of  the  cervix. 
In  the  simple  laceration,  however,  the  erosion  is  soft,  not 
indurated;  there  are  no  palpable  edges;  the  cervix  is  not 
brawny;  and  it  will  be  found  that  the  simple  erosion 
yields  to  local  treatment,  while  the  cancerous  erosion 
does  not. 

Syphilitic  ulceration  and  the  ulceration  of  lupus  are 
very  rare  upon  the  cervix.  Syphilitic  ulceration  some- 
times presents  all  the  gross  appearances  of  cancer.  The 
history,  the  microscopical  examination,  and  the  thera- 
peutic test  will  enable  one  to  make  a  differential  diag- 
nosis. 

Cystic  degeneration  of  the  cervix  should  not  be  mis- 
taken for  the  nodular  form  of  cancer,  for  the  cvsts  mav 
be  seen  and  punctured  and  their  character  determined. 

Benign  fibroid  tumors  of  the  cervix  are  very  rare, 
are  usually  single,  and  are  larger  than  the  nodules  of 
cancer. 

In  everv  case  of  doubt,  in  every  case  in  which  the 
physician  has  the  least  cause  to  suspect  malignancy, 
microscopic  examination  of  an  excised  portion  of  tissue 
should  be  made.  Examination  of  tissue  scraped  off 
should  not  be  relied  upon.  The  most  suspicions  portion 
of  tissue  should  be  seized  with  a  tenaculum  and  freely 


CANCER  OF  THE  CERl'IX  VTERS. 


187 

cut  out.  Pieces  of  tissue  may  be  thus  excised  from  two 
or  more  situations.  In  the  nodular  form  of  cancer  a 
nodnle  should  be  seized  and  excised.  It  is  perfectly 
justi6able,  in  cases  which  cannot  thus  be  elucidated,  to 
amputate  the  cervix  aud  examine  the  whole  structure. 

The  excision  of  small  pieces  of  tissue  may  be  done 
without  an  anesthetic,  as  little  or  no  pain  is  caused  by 
the  operation.  Bleeding  is  very  slight,  and  may  always 
be  controlled  by  a  light  vaginal  compress  of  gauze  or 
cotton.  If  the  case  is  not  malignant,  healiug  is  rapid. 
The  specimen  removed  should  be  placed  in  absolute 
alcohol  aud  submitted  to  microscopical  examination  by  an 
experienced  pathologist. 

Symptoms  of  Cancer  of  the  Cervix. — A  study  of 
the  early  symptoms  of  cancer  of  the  cer\'ix  is  of  the 
greatest  importance.  In  the  early  stages  the  disease  may 
be  eradicated  with  every  probability  of  permanent  cure. 
Cancer  of  the  uterus  is  more  favorable  for  surgical  attack 
than  cancer  in  most  other  parts  of  the  body.  Excision 
of  the  disease  is  not  done  in  the  continuity  of  an  organ 
or  a  structure,  but  the  whole  organ  attached  by  distinct 
structures  may  be  removed. 

The  great  majority  of  women  with  cancer  of  the  cer- 
vix come  to  the  operator  when  the  disease  has  extended 
too  far  to  permit  any  radical  treatment.  Hopeless  pal- 
liation is  the  only  course  to  be  followed.  This  unfortu- 
nate condition  of  things  is  due  to  the  ignorance  of  the 
woman  in  regard  to  the  significance  of  the  early  symp- 
toms of  the  disease,  and  to  the  failure  of  the  physician 
first  consulted  to  insist  upon  a  thorough  examination  as 
soon  as  any  suspicious  symptoms  appear. 

There  is  no  one  symptom  of  cancer  of  the  cervix 
present  in  all  cases,  and  all  the  common  symptoms  may 
be  absent  in  exceptional  cases  until  the  last  stages  of  the 
disease — until  the  disease  has  extended  so  far  that  cure 
is  impossible.  It  is  of  great  importance  to  remember  this  i 
feet,  so  that  the  absence  of  one  or  more  of  the  classical  \ 
symptoms  of  cancer  shall  not  engender  a  feeling  of  secur- 
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ity  that  may  cause  the  postponement  of  a  thorough 
physical  examination. 

The  usual  symptoms  of  cancer  of  the  cervix  are  hem- 
orrhage, pain,  and  discharge. 

Hemorrhage, — The  first  symptom  that  should  direct 
our  attention  to  this  disease  is  bleeding  from  the  vagina. 
Such  hemorrhage  often  first  appears  as  a  menorrhagia — 
as  an  increase  in  the  amount  of  blood  lost  at  the  normal 
menstrual  periods.  The  loss  of  blood  may  be  greater, 
and  the  duration  of  the  period  longer.  Sometimes,  if 
the  woman  keeps  quiet  during  the  period,  the  loss  of 
blood  and  the  duration  are  about  as  usual;  but  if  she  is 
upon  her  feet  the  loss  is  increased,  and  if  she  begins  an 
active  life  immediately  after  the  usual  duration  of  the 
menstrual  period  has  elapsed,  bleeding  may  reappear  for 
one  or  more  days. 

In  other  cases  slight  bleeding  appears  in  the  menstrual 
interval.  A  spot  of  blood  may  be  discovered  upon  the 
clothing.  The  accustomed  leucorrheal  discharge  may 
occasionally  be  streaked  with  blood.  Such  appearances 
are  most  frequent  after  long  walking  or  standing  or  phys- 
ical work,  or  after  straining  at  stool,  or  very  often  after 
coitus. 

If  the  woman  has  passed  the  menopause,  the  hemor- 
rhage of  cancer  may  appear  as  a  re-establishment  of  men- 
struation— often  to  the  satisfaction  of  the  woman.  This 
post-climacteric  bleeding  may  occur  with  more  or  less 
regularity — every  month  or  every  three  or  four  months — 
or  it  may  appear  as  an  occasional  loss  of  blood  after  un- 
wonted effort. 

All  hemorrhage  of  this  kind,  in  women  over  thirty 
years  of  age,  demands  immediate  and  careful  physical 
examination.  Any  bleeding  from  the  vagina  in  a  woman 
who  has  passed  the  menopause  should  arouse  the  gravest 
suspicion.  From  the  slight  hemorrhages  just  described 
the  bleeding  increases  in  intensity  and  duration,  until 
there  is  a  continuous  loss  of  blood  that  saps  the  strength 
of  the  woman  and  produces  the  profound  anemia  clia- 
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racteristic  of   the  last  stages   of   cancer  of   the  cervix. 
Sudden  fatal  hemorrhage  in  this  disease  is  rare. 

Pain  is  not  a  constant  accompaniment  of  cancer  of 
the  cervix  in  the  early  stages,  nor  is  it  in  any  way  cha- 
racteristic. Tlie  intensity  and  character  of  the  pain  may 
depend  upon  the  direction  of  the  growth  of  the  disease. 
In  some  cases  pain  is  absent  throughout.  The  pain  may 
be  dnll  and  gnawing  in  character,  or  it  may  be  sharp  and 
lancinating.  The  pain  may  resemble  that  of  uterine 
colic.  It  may  be  referred  to  the  back  in  the  region  of 
the  sacrum,  or  to  one  or  both  ovarian  regions,  or  to  some 
part  of  the  pelvis  remote  from  the  uterus,  as  the  crest  or 
the  anterior  superior  spine  of  tlie  iHurn.  It  may  extend 
down  the  posterior  or  anterior  aspects  of  the  thighs  or 
into  the  rectum.  In  most  cases  of  cancer  of  the  cervix 
pain  is  not  a  prominent  symptom  until  the  later  stages. 

Discharge  from  the  vagina  may  be  present  in  cancer  of 
the  cervix  before  there  are  any  symptoms  of  hemorrhage 
or  pain.  The  discharge  depends  upon  the  position  and 
character  of  the  growth  and  the  stage  of  the  disease.  It 
I  may  first  appear  as  an  ordinary  cervical  leucorrhea  in  a 
I  woman  previously  free  from  such  discharge;  or  the  dis- 
charge of  cancer  may  first  appear  as  an  increase  of  an 
accustomed  leucorrhea.  In  such  cases  it  is  due  to  hyper- 
secretion from  the  irritated  cervical  glands. 

Later  in  the  disease,  when  ulceration  takes  place  or 
when  the  friable  vascular  vegetations  apjiear,  the  leucor- 
rhea becomes  puriform  in  character  and  streaked  with 
blood.  It  then  becomes  thinner,  less  mucous  in  consist- 
ency, and  of  a  constant  brownish  color  from  the  admix- 
ture of  blood.  The  pus  and  debris  from  the  breaking- 
down  cancerous  mass  increase,  and  a  horrible  odor 
I  characteristic  of  the  later  stages  of  cancer  of  the  cervix 
appears.  This  odor  is  not  peculiar  to  cancer.  It  is 
caused  by  the  sloughing  ti.ssue,  and  is  observed  when 
such  a  process  occurs  in  other  conditions,  as  in  sloughing 
fibroid  polyp.  The  discharge  is  irritating  in  character, 
.  and  the  ostium  vaginte,  the  vulva,  and  the  inner  aspects 
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of  the  thighs  become  excoriated  in  those  who  do  not  ob- 
serve strict  cleanliness. 

Systemic  absorption  of  the  cancerons  discharges  pro- 
duces a  general  septic  condition,  which,  with  the  anemia 
from  hemorrhage  and  the  uremia  from  obstruction  of  the 
ureters,  results  in  the  so-called  cancerous  cachexia. 

The  symptoms  that  have  just  been  described  are  those 
most  usual  in  cases  of  cancer.  It  must  always  be  re- 
membered, however,  that  these  symptoms  vary  very  much 
in  intensity  or  prominence  and  in  the  stage  of  the  disease 
at  which  they  appear.  Sometimes  acute  pain,  hemor- 
rhage, and  excessive  discharge  are  present  from  the  ver>- 
beginning — even  before  the  presence  of  cancer  can  be 
demonstrated  without  the  aid  of  the  microscope.  In 
other  cases  ail  these  symptoms  may  be  absent  until  the 
disease  is  verj-  far  advanced.  None  of  the  symptoms  are 
absolutely  pathognomonic  of  cancer.  During  the  men- 
strual life  of  the  woman  hemorrhage  from  the  womb 
occurs  as  a  symptom  of  a  great  variety  of  diseases;  and 
even  in  the  post-climacteric  period,  though  hemorrhage 
should  always  excite  alarm,  yet  it  may  be  caused  by  a  be- 
nign form  of  endometritis  or  intra-uterine  growth.  The 
pain  of  cancer  may  also  characterize  a  variety  of  benign 
conditions;  and  the  vaginal  discharge,  even  when  most 
offensive,  may  be  simulated  by  that  from  a  sloughing 
intra-uterine  fibroid. 

The  symptoms,  however  slight,  which  we  know  may 
occur  with  cancer  of  the  cervix  should  never  be  dis- 
regarded. Examination  should  be  made  immediately. 
There  should  be  no  postponement  or  expectant  plan  of 
treatment.  If  physical  examination  is  not  satisfactory  in 
elucidating  the  condition,  resort  should  be  had  to  the 
microscope.  If  this  is  not  conclusive,  the  case  should  be 
watched  as  long  as  the  suspicious  symptoms  continue,  and 
further  frequent  examinations  should  be  made. 

If  this  plan  of  treatment  is  followed,  and  if  women  are 
taught  to  view  with  distrust,  aud  not  with  complacency, 
any  irregularities  of  menstrnation  occurring  near  the  time 
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of  the  menopause,  or  any  post-climacteric  return  of  meu- 
stniation  or  of  irregular  bleeding,  the  surgeon  will  be 
able  to  save  many  women  with  cancer  of  the  womb  who 
are  now  doomed  to  horrible  deaths. 

Cancer  of  the  cervix,  like  cancer  iu  other  parts  of  the 
body,  is  of  variable  duration.  Usually  from  one  to  three 
years  elapse  between  the  time  when  the  first  symptoms 
of  the  disease  appear  and  the  time  of  death.  The  dis- 
ease may  run  its  course,  in  exceptional  cases,  iu  a  few 
weeks;  iu  other  cases  it  may  last  as  long  as  five  years, 
especially  if  the  progress  is  delayed  by  palliative  treat- 
ment. 

Treatment. — Complete  removal  of  the  uterus  is  the 
only  curative  treatment  for  cancer  of  the  cervix.  If  the 
disease  is  seen  in  the  earliest  stages,  amputation  of  the 
cervix  beyond  the  limits  of  the  growth  seems,  theoreti- 
cally at  least,  to  be  a  proper  plan  of  treatment.  Prac- 
tically, however,  the  operator  can  never  be  certain  that 
the  excision  is  made  iu  healthy  tissue.  The  senses  of 
touch  and  unaided  sight  are  not  capable  of  defiuing  the 
limits  of  malignant  infiltration.  Moreover,  it  must  be 
remembered  that  the  endometrium  is  very  often  involved 
secondarily  from  a  cancerous  focus  in  the  cervix.  Com- 
plete removal  of  the  uterus  should  therefore  always  be 
practised  in  alt  cases  iu  which  there  is  a  possibility  of 
removing  all  of  the  disease. 

The  manner  of  perfonning  this  operation  will  be 
described  subsequently. 

The  cases  that  are  not  suitable  for  the  operation  of 
hysterectomy  are  those  in  which  the  disease  has  extended 
to  structures  that  are  surgically  inaccessible.  Such  cases 
include  those  in  which  the  bladder  or  the  rectum  are  in- 
volved, those  in  which  the  vagina  is  extensively  impli- 
cated, and  those  in  which  the  disease  has  extended  into 
the  broad  ligaments  or  the  cellular  tissue  of  the  pelvis. 

When  the  bladder  is  involved,  there  are  dysuria,  ve.sical 

[  pain,  and  tenderness  on  vaginal  pressure  upoti  the  base 

of  the  bladder,   while  the  urine  is  altered  in  character. 


192       -J   TEXTBOOK  OF  DISEASES  OF  WOMEN. 

containing  blood,  pus,  and,  in  the  later  stages,  broken- 
down  necrotic  tissue.  Involvement  of  the  rectum  is 
manifest  by  digital  examination. 

When  the  broad  ligaments  are  involved  the  uterus  is 
held  rigidly  in  the  pelvis  or  is  drawn  to  one  side,  and  the 
bases  of  the  broad  ligameuts,  palpated  through  the  lateral 
vaginal  fornices,  are  thick  and  hard.  When  the  cellular 
tissue  of  the  pelvis  is  generally  involved  the  whole  vag- 
inal vault  feels  indurated  and  the  uterus  seems  fixed  iu 
the  unyielding  matrix. 

In  examining  with  the  view  of  determining  the  prac- 
ticability of  hysterectomy,  it  is  important  to  distinguish 
between  cancerous  and  simple  inflammatory  involvement 
of  the  broad  ligaments.  The  uterus  may  be  fixed  in  the 
pelvis  by  inflammatory  adhesions  resulting  from  old  tubal 
disease,  and  yet  the  cancer  of  the  cervix  may  be  strictly 
local  and  in  a  stage  suitable  for  hysterectomy.  In  the 
simple  iuflammatory  cases  the  adhesions  are  more  atten- 
uated, are  higher  in  the  pelvis,  and  lie  chiefly  posterior  to 
the  uterus.  They  are  not  directly  continuous  with  the 
cervix.  Frequently  the  enlarged  tube  and  the  adherent 
ovary  may  be  felt.  When  the  uterus  is  fixed  by  cancer- 
ous involvement  of  the  broad  ligament,  we  readily  feel 
that  it  is  the  base  of  the  broad  ligament  that  is  involved. 
The  iuduratiou  is  broad,  it  is  directly  continuous  with 
the  induration  of  the  cervix,  and  it  lies  to  the  side  of  the 
uterus. 

Involvement  of  the  pelvic  lymphatic  glands  may  some- 
times be  determined  by  vaginal  palpation,  one  or  more 
snch  enlarged  indurated  glands  being  felt  lying  posterior 
to  the  uterus.  In  most  cases,  however,  glandular  in- 
volvement can  be  determined  only  after  the  abdomen  has 
been  opened. 

In  general,  it  may  be  said  that  the  operation  of  hyster- 
ectomy should  be  performed  in  all  cases  in  which  there 
is  no  cancerous  involvement  of  the  bladder  and  rectum, 
in  which  the  vaginal  disease  may  all  be  removed,  and  in 
which  the  utenis  is  freely  movable. 
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In  those  cases  in  which  complete  removal  of  the  dis- 
ease is  impossible  the  operation  of  hysterectomy  should 
not  be  performed,  because,  cure  being  out  of  the  ques- 
tion, the  symptoms  of  hemorrhage,  pain,  and  discharge 
may  be  as  weil  relieved  by  less  dangerous  foniis  of  pallia- 
tive treatment.  When  the  disease  extends  beyond  the 
limits  of  the  uterus,  hysterectomy  is  much  more  difficult 
and  dangerous  than  when  the  uterus  is  freely  movable. 

Palliative  Treatment  of  Cancer  of  the  Cervix. — The 
palliative  treatment  consists  in  removing  as  thoroughly 
as  possible,  with  the  sharp  spoon -curette,  scissors,  or 
knife,  all  the  cancerous  cervix,  and  the  maintenance  of 
the  surfaces  thus  exposed,  as  far  as  possible,  free  from 
septic  infection. 

The  woman  should  be  placed  in  the  lithotomy  position; 
the  cervix  should  be  exposed  with  the  Sims  speculum 
and,  if  necessary,  with  the  lateral  vaginal  retractors. 
All  vegetations  and  all  of  the  degenerated  cervix  should 
then  be  cut  away.  It  is  usually  necessary  to  carry  the 
excision  of  tissue  as  high  as  the  internal  os.  Bleeding 
during  this  procedure  is  sometimes  very  profuse.  It 
diminishes,  however,  as  the  more  degenerated  portions  of 
the  cervix  are  cut  away  and  the  healthier  uterine  tissue 
is  reached,  and  therefore  it  is  always  best  to  complete  the 
operation,  notwithstanding  hemorrhage. 

The  bleeding  may  be  controlled  by  packing  the  cavity 
with  gauze  or  cotton,  plain  or  saturated  with  Monsel's 
solution.  Moderate  bleeding  may  be  checked  by  packing 
with  cotton  saturated  with  a  5  per  cent,  solution  of  anti- 
pyrine. 

In  rare  cases,  in  which  the  excision  of  tissue  has  been 
carried  high  up  in  the  lateral  vaginal  fomices,  it  may  be 
necessar\'  to  ligate  the  uterine  arteries  in  order  to  control 
the  hemorrhage.  This  may  be  done  by  passing  around 
the  vessel,  close  to  the  cervix,  a  curved  needle  carrying 
a  heav)'  ligature.  Bleeding  from  the  circular  artery  may 
readily  be  controlled  in  a  similar  way,  the  ligature  being 
passed  like  the  first  suture  in  trachelorrhaphy. 
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If  the  operation  has  been  thoroughly  performed,  there 
will  be  left  a  large  crater  or  conical  cavity  in  the  vaginal 
vault.  This  cavity  may  then  be  packed  with  sterile 
gauze,  or,  if  there  is  much  bleeding,  with  gauze  saturated 
with  MonsePs  solution.  Martin  sews  together  the  walls 
of  the  cavity  to  diminish  as  much  as  possible  the  raw 
surface.  Other  operators  char  the  walls  with  the  actual 
cautery,  in  order  to  carr>'  the  destruction  of  tissue  still 
farther  than  has  been  done  with  the  knife.  If  the  re- 
moval with  the  curette  and  knife  has  been  thorough,  it  is 
not  necessar>'  to  make  a  caustic  application.  If,  how- 
ever, the  cavity  is  walled  by  obviously  cancerous  tissue, 
the  use  of  the  caustic  is  advisable.  This  is  usually  the 
case. 

Chloride  of  zinc  is  a  valuable  caustic  in  cancer  of  the 
cervix.  It  should  be  applied  as  follows:  After  the  can- 
cerous tissue  has  been  removed  as  thoroughly  as  possible 
with  the  knife,  the  scissors,  and  the  curette,  bleeding 
from  the  walls  of  the  cavity  should  be  checked  by  pack- 
ing with  gauze,  dry  or  saturated  with  a  5  per  cent,  solu- 
tion of  antipyrine.  The  bleeding  may  very  often  be 
checked  in  this  way  in  a  few  minutes,  and  in  this  case 
the  caustic  may  be  immediately  applied.  In  case,  how- 
ever, the  bleeding  is  not  so  quickly  controlled,  the  pack- 
ing must  be  left  in  the  cavity  for  twenty-four  hours,  at 
the  end  of  which  time  it  may  be  removed,  without  anes- 
thesia, and  the  caustic  application  may  be  made. 

Before  introducing  the  caustic  the  vagina  and  the  vulva 
should  be  protected  by  thorough  greasing  with  an  oint- 
ment composed  of  i  part  of  bicarbonate  of  soda  to  3 
parts  of  vaseline. 

The  strength  of  the  caustic  should  depend  somewhat 
upon  the  thickness  of  the  tissue  that  separates  the  cavity 
from  the  peritoneum  or  other  important  structures.  The 
thickness  may  be  approximately  determined  by  palpation. 
Usually  a  100  per  cent,  solution  of  chloride  of  zinc  may 
be  safely  employed.  If  the  walls  of  the  cavity  appear 
very  thin — less  than  a  quarter  of  an  inch — the  caustic 
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may  be  reduced  to  a  50  per  cent,  solution.  Small  balls 
of  cotton,  about  half  an  inch  in  diameter,  should  be 
saturated  with  the  caustic  and  carefully  packed  in  the 
cavity.  The  operator  should  be  careful  to  remove  quickly 
witli  the  sponge  any  exces.s  of  caustic  that  may  be  ex- 
pressed from  the  cotton.  Much  unnecessary  pain  may  be 
experienced  if  the  caustic  comes  in  contact  with  the  va- 
gina or  the  vulva. 

When  the  cavity  has  been  filled  with  the  cotton  balls 
carrying  the  chloride  of  zinc,  a  large  vaginal  tampon  of 
cotton  well  greased  with  the  alkaline  oiutment  should  be 
placed  in  the  vaginal  vault.  The  packing  should  be  re- 
moved from  the  vagina  in  forty-eight  hours,  and  vaginal 
douches  of  bichloride  of  mercury,  i :  4000,  should  be  ad- 
ministered. 

If  thi.s  operation  is  carefully  performed,  the  subsequent 
pain  is  usually  slight.  In  some  cases,  however,  the 
action  of  the  caustic  may  be  so  painful  that  morphine  is 
required. 

The  slough  from  the  caustic  may  be  discharged  in  one 
piece  or  in  shreds.  It  is  usually  separated  in  from  5ve 
to  ten  days. 

The  subsequent  treatment  of  the  woman  consists  in  the 
frequent  use  of  cleansing  vaginal  douches,  such  as  a  solu- 
tion of  bichloride  of  mercury  (i  :  4000),  carbolic  acid  (3 
per  cent  solution),  pennanganate  of  potash  (10  grains  to 
the  ounce  of  water),  and  peroxide  of  hydrogen  (i  part  of 
the  commercial  peroxide  to  3  or  4  parts  of  water). 

The  palliative  treatment  of  cancer  relieves  the  pain, 
the  hemorrhage,  and  the  discharge.  The  relief  is  usually 
immediate,  and  may  continue  throughout  the  di.sease. 
The  hemorrhage  is  usually  arrested  for  several  weeks,  or 
even  for  months,  and  the  discharge  is  much  diminished 
with  the  destruction  of  the  necrotic  cancerous  nia.ss. 
The  progress  of  the  disease  is  delayed,  and  life  is  some- 
what prolonged. 


CHAPTER  XVII. 
DISEASES  OF  THE  BODY  OF  THE  UTERUS. 

ACUTE  CORPOREAL  ENDOMETRITIS. 

Acute  inflammation  of  the  raucous  membrane  of  the 
body  of  the  uterus  is  called  acute  corporeal  endometritis. 
The  disease  is  usually  the  result  of  septic  infection  occur- 
ring at  a  labor  or  a  miscarriage.  Occasionally  acute 
gonorrheal  endometritis  is  seen,  but  this  disease  usually 
produces  an  inflammation  of  the  mucous  membrane  of  the 
cervix  and  the  body  of  the  uterus  that  is  chronic  or  sub- 
acute from  the  beginning.  Septic  infection  through 
operative  traumatism,  through  the  use  of  the  uterine 
sound,  or  through  other  gynecological  methods  of  exam- 
ination may,  of  course,  result  in  acute  endometritis. 

The  pathological  changes  that  take  place  in  an  endo- 
metrium that  is  the  seat  of  acute  inflammation  resemble 
those  seen  in  acute  inflammation  of  mucous  membranes 
of  other  parts  of  the  body.  The  secretion  of  the  utricular 
glands  becomes  much  increased  in  quantity  and  altered 
in  character,  becoming  purulent  and  sometimes  contain- 
ing blood. 

As  would  be  expected,  whenever  the  inflammation  is  at 
all  severe  the  middle  or  muscular  coat  of  the  uterus 
is  involved 'by  the  process;  in  other  words,  a  7netritis 
follows  and  accompanies  the  endometritis.  In  puerperal 
metritis  abscesses  varying  in  size  from  a  pin-head  to  that 
of  a  hen's  ^^^  are  sometimes  found  in  the  uterine  wall. 

The  septic  infection  may  extend  through  the  muscular 
wall  of  the  uterus  and  involve  the  peritoneal  covering, 
producing  in  this  way  a  perimetritis. 

Acute  inflammation  of  the  endometrium  sometimes 
occurs  during   the   course   of   the    exanthemata.      The 
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changes  that  take  place  in  the  mucous  membrane  of  the 
nterus  are  similar  to  those  seen  in  other  mucous  membranes 
during  the  course  of  these  diseases.  The  local  condition 
is  usually  limited  by  the  duration  of  the  general  disease. 

It  is  probable  that  some  of  the  cases  of  arrested  de- 
velopment of  the  internal  organs  of  generation,  and  cases 
of  chronic  tubal  and  ovarian  disease  seen  in  later  life, 
may  be  traced  to  this  exanthematous  form  of  endometritis 
occurring  dnring  girlhood. 

The  symptoms  of  acute  endometritis  vary  very  much 
in  severity.  Dull  pain  in  the  region  of  the  uterus, 
referred  to  the  supra-pubic  region  and  the  sacrum,  is 
usually  present.  Reflex  disturbance  of  the  bladder,  cha- 
racterized by  frequent  and  often  painful  urination,  may 
be  present;  and  it  is  very  probable  that  mild  cases  of 
endometritis  have  been  diagnosed  and  treated  as  light 
attacks  of  cystitis.  The  temperature  in  the  puerperal 
cases  may  be  very  high.  The  discharge  from  the  cervix 
is  very  much  increased,  is  pnriform  in  character,  and  is 
occasionally  streaked  with  blood. 

Digital  examination  shows  that  the  external  os  is  patu- 
lous, the  cervix  enlarged  and  soft,  and  the  body  of  the 
uterus  somewhat  enlarged  and  tender  upon  pressure. 
This  tenderness  may  be  elicited  by  pressing  the  fundus 
between  the  vaginal  finger  in  the  anterior  vaginal  fornix 
and  the  abdominal  hand.  Examination  through  the 
speculum  shows  the  discharge  escaping  from  the  exter- 
nal OS-  In  case  the  cervical  mucous  nienibrane  is  also 
involved,  a  red  area  of  erosion  will  be  seen  surrounding 
the  OS. 

Acute  endometritis  of  non-puerperal  origin  is  best 
treated  by  rest  in  bed,  vaginal  douches  of  hot  boric- 
acid  solution  [X]  to  a  pint  of  water)  or  of  bichloride  of 
mercury  (i  14000)  at  a  temperature  of  100"  to  110°,  and 
the  continuous  use  of  saline  purgatives.  Active  intra- 
uterine treatment  in  these  cases  is  not  necessary. 
When,  however,  the  disease  occurs,  as  it  usuall 
from  septic  infection  at  a  miscarriage  or  a  laba 
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radical  treatment  must  be  used.  This  treatment  com- 
prises frequently-repeated  intra-uterine  douches,  thorough 
curetting  of  the  uterus,  and,  finally,  hysterectomy  in 
extreme  cases. 

Ever\'  case  of  acute  endometritis  should  be  carefully 
watched  and  treated  until  the  disease  is  cured.  Acute 
endometritis,  especially  if  gonorrhea  is  the  cause,  is  very 
prone  to  become  chronic  and  to  extend  to  the  mucous 
membrane  of  the  Fallopian  tubes  and  the  ovaries. 

CHRONIC   CORPOREAL    ENDOMETRITIS. 

Chronic  inflammation  of  the  endometrium,  or  chronic 
endometritis,  is  much  more  frequently  seen  in  practice 
than  the  acute  form.  It  may  occur  as  a  primary  dis- 
ease, but  it  very  often  occurs  as  the  result  of  some  other 
pathological  condition  of  the  uterus,  as,  for  instance,  sub- 
involution or  uterine  fibroid. 

A  variety  of  confusing  terms  have  been  used  to  desig- 
nate the  different  forms  of  endometritis.  There  seem  to 
be  two  chief  forms  of  the  disease:  I.  Chronic  interstitial 
endometritis;  II.   Chronic  glandular  endometritis. 

In  the  first  form  of  the  disease  the  interglandular  tissue 
is  chiefly  involved.  The  spaces  between  the  glands  are 
infiltrated  with  connective- tissue  cells. 

In  the  second  or  glandular  form  of  endometritis  the 
disease  affects  the  glandular  apparatus.  The  utricular 
glands  become  much  elongated,  branched,  and  increased 
in  number.  The  accompanying  illustrations  (Figs.  117, 
118)  show  the  microscopic  appearance  of  interstitial  en- 
dometritis and  glandular  endometritis. 

These  two  forms  of  endometritis  are  often  mixed,  and 
the  same  uterus  may  present  the  glandular  form  of  in- 
flammation upon  part  of  the  endometrium,  the  intersti- 
tial form  upon  another  part,  and  the  mixed  form  upon 
still  another  part. 

The  gross  appearance  of  the  endouietriuni  varies  with 
the  form  of  the  disease  and  its  duration.  It  will  be  re- 
membered that  in  the  mature  uterus,  in  the  menstrual 
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interval,  the  mucous  membrane  is  a  thin  reddish-gray 
structure  about  i  millimeter  (^  inch)  in  thickness.  In 
the  different  forms  of  endometritis  the  mucous  membrane 
may  become  hypertrophied  to  three  or  four  times  this 
thickness.  In  some  imusual  cases  the  mucous  membrane 
may  become  even  still  further  hypertrophied,  attaining 
a  thickness  of  half  an  inch.  A  special  name,  fungous 
endmnetritis^  has  been  given  to  the  disease  when  it  as- 
sumes this  form.  Microscopic  examination  shows  that 
fungous  endometritis  is  merely  a  mixed  form  of  the 
glandular  and  the  interstitial  varieties,  with  a  great  in- 
crease of  all  the  elements  of  the  mucous  membrane.  In 
fimgous  endometritis  the  hypertrophy  of  the  mucous 
membrane  may  be  uniform  throughout  the  body  of  the 
uterus  or  it  may  occur  only  in  localized  areas. 

In  some  cases  the  glandular  hypertrophy  of  the  mucous 
membrane  assumes  the  form  of  polypoid  growths  project- 
ing into  the  uterine  cavity  (Fig.  119). 

In  the  advanced  stages  of  all  the  forms  of  endometritis 
cicatricial  formation  takes  place.  The  normal  ciliated 
epithelium  of  the  endometrium  is  cast  off,  and  is  replaced 
by  flat  squamous  cells.  The  glands  atrophy;  the  glandu- 
lar openings  become  dilated,  and  ultimately  appear  as 
simple  depressions  on  the  surface.  In  time  secretion 
from  the  glands  ceases,  and  the  cavity  of  the  uterus  be- 
comes lined  with  simple  connective  tissue. 

Chronic  endometritis  is  always  accompanied  to  a  greater 
or  less  extent  by  inflammation  of  the  muscular  coat  of 
the  uterus.  The  pathological  changes  that  take  place  re- 
semble those  occurring  in  chronic  inflammation  in  similar 
musculo-fibrous  structures  in  other  parts  of  the  body. 
A  section  of  the  uterine  wall  is  much  lighter  in  appear- 
ance than  normal,  and  the  whitish  bundles  of  connective 
tissue  are  seen  interlacing  with  the  more  vascular  muscu- 
lar fibers. 

At  first  there  is  an  hypertrophy  of  the  uterine  wall 
from  infiltration  of  inflammatorv  material.  In  the  latest 
stages  organized  connective  tissue  is  formed,  and  there  is 
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produced  a  sclerotic  condition  of  the  uterus,  with  atrophy 
of  its  normal  muscular  elements. 

The  hypertrophy  of  the  uterus,  however,  that  accom- 
panies most  of  the  fomis  of  endometritis  is  not  due  alto- 
gether to  the  presence  of  inflammatory  deposits.  The 
uterus  possesses  the  peculiar  property  of  enlarging,  by 
a  genera!  hypertrophy  of  its  elements,  whenever  there  is 
present  in  its  cavity  any  gross  pathological  condition. 
We  see  this  in  fibroid  tumor.  And,  as  a  general  rule, 
the  enlargement  is  proportional  to  the  mensurable  size 
of  the  disease. 

The  metritis  may  involve  the  whole  of  the  uterine 
body,  or  it  may  occur  in  localized  areas.  It  may  affect 
only  the  body  of  the  uterus,  or  the  body  and  the  cervix, 
or,  as  we  have  already  seen,  the  cervix  alone.  When  the 
disease  is  localized  to  part  of  the  uterine  wall,  the  indu- 
ration of  the  affected  area  may  sometimes  be  determined 
by  palpation. 

Symptoms. — The  symptoms  of  chronic  endometritis 
are  often  obscured  by  syniptonis  that  are  to  be  referred 
to  other  accompanying  conditions.  For  instance,  the 
endometritis  very  often  accompanie-s  subinvolution  of 
the  uterus,  laceration  of  the  cervix,  uterine  displace- 
ment, or  ovarian  and  tubal  disease.  Cases  of  simple 
uncomplicated  endometritis  are  the  exception. 

The  menstrual  function  is  usually  affected.  The  period 
is  of  longer  duration,  the  loss  of  blood  is  greater,  and 
the  periods  may  occur  more  frequently  than  normal;  in 
other  words,  there  is  present  menorrhagia.  In  this  dis- 
ease bleeding  also  occasionally  occurs  between  tlie  men- 
strual periods.  Hemorrhage  is  a  symptom  that  is  most 
prominent  iu  cases  of  interstitial  and  fungoid  endo- 
metritis. 

The  secretion  of  the  utricular  glands  is  also  increased 
in  amount.     This  symptom  is  most  pronounced  in  cases 
of  glandular   endometritis.     The   secretion    is  thi 
ptinilent  in  character,  and  is  often  streaked  with 
It  decomposes  very   readily,   and  consequently   is 
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offensive  and  excites  the  suspicion  of  malignant  dis- 
ease. 

The  character  of  the  typical  discharge  from  the  body 
of  the  uterus  is  usually  obscured  by  admixture  with  dis- 
charge from  the  cervical  mucous  membrane.  Cervical 
catarrh,  or  inflammation  of  the  cervical  mucous  mem- 
brane, may,  and  usually  does,  occur  alone,  without  in- 
volvement of  the  upper  endometrium,  but  chronic  cor- 
poreal endometritis  is  usually  associated  with  inflamma- 
tion of  the  cervix.  If  the  discharge  is  observed  at  the 
vulva,  it  will  be  still  further  altered  by  admixture  with 
the  vaginal  secretion.  The  discharge  from  the  corporeal 
endometrium  is  thinner  and  more  serous  than  the  mucus 
of  the  cervical  canal,  and  is  more  usually  purulent  and 
streaked  with  blood. 

The  discharge  from  the  endometrium  is  very  often  in- 
creased very  decidedly  immediately  before  and  after  the 
menstrual  period. 

Pain  is  a  general  symptom  of  chronic  endometritis. 
The  pain  is  uterine  in  character,  and  is  referred  to  the 
lower  abdomen  and  the  back.  There  is  also  very  con- 
stantly  present  reflex  headache  localized  on  the  top  of 
the  head  or  in  the  occiput. 

The  pain  may  be  present  at  all  times,  but  it  is  usually 
most  marked  when  the  woman  is  upon  her  feet  and  the 
pelvic  congestion  is  increased.  The  pain  is  always  great- 
est immediately  before  and  during  the  menstrual  period. 

General  physical  weakness  and  debility  are  often  very 
pronounced,  and  seem  to  be  out  of  proportion  to  the 
extent  of  the  local  disease.  This  same  phenomenon  has 
been  spoken  of  in  the  consideration  of  uterine  displace- 
ments. The  weak  and  aching  back,  the  dragging  sensa- 
tions in  the  pelvis,  the  tired  legs,  may  all  appear  after 
the  woman  has  been  upon  lier  feet  but  a  short  time,  and 
utterly  incapacitate  her  for  any  kind  of  labor. 

Nervousness,  neurasthenia,  hysteria,  and  mental  de- 
pression and  melancholia  are  apt  to  occur  in  this  disease. 
Such  nervous  phenomena  are  common  to  all  diseases  of 
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the  uterus.  The  mental  depression  is  often  very  marked, 
and  is  exaggerated  before  and  during  each  menstrual 
period. 

The  woman  with  chronic  endometritis  is  nsually 
sterile;  or  if  she  becomes  pregnant,  abortion  will  prob- 
ably occur.  The  discharges  in  the  uterine  cavity  are 
inimical  to  the  spermatozoa,  and  the  diseased  endo- 
metrium furnishes  an  inefficient  place  for  the  attachment 
of  the  ovum. 

Physical  examination  iu  a  simple  case  of  cbronitf  endo- 
metritis shows  a  somewhat  enlarged  uterus,  more  globu- 
lar in  shape  than  normal.  The  fuudus  uteri  is  lender 
on  pressure  between  the  vaginal  fiuger  and  the  abdominal 
hand.     The  external  os  is  nsually  patulous. 

Examination  with  the  speculum  .shows  the  discharge 
escaping  from  the  external  os.  If  there  is  also  present 
cervical  endometritis,  the  discharge  presents  the  charac- 
teristics of  both  cervical  and  corporeal  mucus.  It  is 
thick  and  tenaciou,s,  puriform,  and  often  streaked  with 
blood.  .A.fter  the  cervical  canal  has  been  wiped  out  the 
characteristic  corporeal  discharge  may  appear  unmixed 
with  cervical  mucus.  This  discharge  is  thin,  purulent, 
and  may  be  streaked  with  blood,  or  it  may  be  brownish 
in  color  from  mixture  with  altered  blood. 

If  the  uterus  is  examined  with  the  uterine  sound,  it 
will  be  found  that  the  internal  os  is  patulous;  the  fundus 
is  decidedly  tender  upon  gentle  pressure  with  the  sound, 
and  even  the  gentlest  use  of  the  sound  may  be  followed 
by  bleeding. 

The  patulous  condition  of  the  cervical  canal  and  the 
internal  os  is  a  constant  characteristic  of  all  kinds  of 
gross  disease  in  the  cavity  of  the  uterus.  The  external  os 
is  usually  patulous  when  the  cervical  mucous  membrane 
is  diseased.  The  external  os,  the  cer\'ical  canal,  and  the 
internal  os  are  open  when  the  corporeal  endometrium  is 
diseased. 

The  only  certain  method  of  making  the  diaj 
by  the  use  of  the  sharp  uterine  curette,  and  this 
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ment  should  always  be  employed  whenever  there  is  even 
the  slightest  suspicion  of  the  possibility  of  malignant  dis- 
ease of  the  endometrium.  The  cervical  canal  is  usually 
sufficiently  open  to  permit  the  use  of  the  curette  without 
dilatation  and  without  an  anesthetic.  Three  or  four  strips 
of  the  endometrium  should  be  removed  from  different 
parts  of  the  uterine  cavity,  and  should  be  submitted  to 
microscopic  examination.  It  is  always  safest  to  perform 
curetting  for  diagnosis  at  the  house  of  the  patient,  and  to 
keep  her  in  bed  for  two  or  three  days  after  the  operation. 
Strict  antisepsis  should  be  observed. 

The  causes  of  chronic  corporeal  endometritis  are  vari- 
ous. Almost  any  disease  of  the  body  of  the  uterus  or  of 
the  cervix  may  eventually  result  in  this  condition;  there- 
fore the  different  causes  of  chronic  endometritis  will  be 
better  appreciated  after  a  discussion  of  diseases  of  the 
uterus.  Laceration  of  the  cervix,  subinvolution,  flexions 
and  versions,  fibroid  tumors,  etc.,  all  produce,  in  time, 
some  form  of  chronic  endometritis. 

Primary  chronic  endometritis  may  result  as  a  later 
stage  of  the  acute  disease,  or  it  may  exist  from  the  be- 
ginning in  the  chronic  form.  This  is  especially  true 
of  endometritis  caused  by  gonorrhea.  Here  the  inva- 
sion of  the  disease  is  slow  and  insidious,  and  in  the 
majority  of  cases  is  preceded  by  no  determinable  acute 
stage. 

Sometimes  endometritis  appears  in  old  women.  Bleed- 
ing from  the  uterus,  purulent  discharge,  and  pain  may  be 
present  The  condition  is  due  to  the  atrophic  changes 
of  senility  occurring  in  the  endometrium — changes  that 
resemble  those  that  take  place  in  the  mucous  membrane 
of  the  vagina  and  the  external  genitals.  Though  such 
symptoms  may  be  indicative  merely  of  a  benign  condi- 
tion, yet,  as  they  are  also  characteristic  of  the  early  stages 
of  malignant  disease,  they  demand  immediate  thorough 
examination  and  careful  watching. 

Treatment. — As  chronic  endometritis  is  usually  sec- 
ondary  to  some  disease  of  the  cervix  or  body  of  the  ute- 
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ms,  the  treatment  should  be  directed  toward  the  cure  of 
this  primary  condition. 

The  operation  of  trachelorrhaphy  wilt  cure  the  subin- 
volution of  the  uterus  and  the  resulting  endometritis. 
Forcible  dilatation  of  the  cervix,  in  the  case  of  au  old 
anteflexion,  will  relieve  the  inflammation  of  the  endo- 
metrium. Correction  of  a  retroversion  will  likewise  re- 
lieve the  resulting  endometritis.  Therefore,  though  in 
every  case  the  cure  may  be  hastened  by  treatment  applied 
directly  to  the  endometrium,  yet  causative  or  complicat- 
ing conditions  must  always  also  be  treated  if  we  wish  the 
cure  to  be  lasting. 

Many  cases  of  mild  endometritis  may  be  relieved  or 
cured  by  attention  to  the  general  hygiene  and  habits  of 
the  woman  and  by  applications  made  only  to  the  vagiual 
aspect  of  the  uterus.  The  dresses  should  be  worn  loose 
about  the  waist  and  supported  from  the  shoulders.  Pro- 
longed standing  and  slow  walking  should  be  avoided. 
Mild  purgation  with  salines  should  be  maintained.  Reg- 
ulated exercise  or  general  massage  should  be  prescribed. 
In  addition,  the  vaginal  douche,  iodine  applications,  and 
the  use  of  the  glycerin  tampon,  with  depletion  from 
puncture  of  the  cervix,  should  be  used,  as  has  already 
been  prescribed  for  the  subinvolution  accompanying 
laceration  of  the  cervix. 

If  these  methods  fail  after  careful  trial,  direct  treat- 
ment must  be  applied  to  the  endometrium. 

The  present  method  of  treating  chronic  corporeal  endo- 
metritis directly  is  by  the  uterine  curette.  Time  is  wasted 
by  the  use  of  applications  to  the  interior  of  the  uterus, 
and  a  great  deal  of  harm  has  resulted  from  such  appli- 
cations carelessly  made. 

The  best  curette  is  the  Sims  sharp  curette  (Fig.  120). 
The  Martin  curette  (Fig.  121)  is  useful  to  remove  the 
endometrium  from  the  fundus. 

The  operation  had  best  be  performed  in  the  menstrual 
interval,  though  it  may  safely  be  performed  during  the 
menstrual   period.     An  anesthetic  should  always  be  ad- 
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ministered.     The  woman  should  be  placed  in  the  dorso- 
sacral  position,  with  the  feet  in  the  supports.    The  vulva, 


I  sharp  curetle. 

vagina,    vaginal  cervix,   and   buttocks  should    be   thor- 
oughly sterilized. 

The  anterior  lip  of  the  cervix  should  be  grasped  with  a 


double  tenaculum.  The  cervical  canal  should  be  wiped 
out  with  a  small  sponge  or  with  cotton  and  irrigated  with 
bichloride,  if  the  external  os  is  sufficiently  patulous. 
The  cervical  canal  and  the  internal  os  should  then  be 
dilated  to  about  one  inch.  The  position  of  the  uterus 
should  have  been  previously  determined  by  careful  bi- 
manual palpation. 

The  Sims  curette  should  be  gently  introduced  to  one 
cornu  and  then  drawn  methodically  over  the  whole  of 
the  uterine  surface,  removing  the  endometrium  in  parallel 
strips,  the  length  of  each  strip  being  equal  to  the  distance 
between  the  internal  os  and  the  fundus.  The  curette 
may  be  withdrawn  from  the  uterus  and  washed  in  dis- 
tilled water  as  each  strip  is  removed,  or  withdrawal  and 
washing  may  be  done  after  two  or  three  strips  have  been 
removed.  The  Martin  curette  should  then  be  introduced 
to  one  cornu  and  scraped  over  the  fundus,  as  there  is  usu- 
ally in  this  situation  a  narrow  strip  of  endometrium  that 
is  not  removed  by  the  Sims   curette. 

The  uterus  should  then  be  washed  out  with  warm  dis- 
tilled water  or  with  a  i  :  4000  bichloride  solution.  The 
washing  may  be  done  by  holding  the  cervical  canal  open 
with  the  small  dilator  and  introducing  the  long  tubular 
syringe  nozzle,  or  by  some  form  of  reflux  tube  (Fig.  122). 
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Opportunity  must  always  be  afforded  for  the  escape  of  the 
irrigating  fluid. 

The  operator  should  always  remember  the  danger  of 
perforating  the  uterus  by  the  curette.  This  accident, 
which  has  happened  in  the  hands  of  the  best  surgeons, 
occurs  usually  as  the  instrument  is  introduced,  not  as  it 
is  withdrawn.    It  is  much  more  liable  to  occur  after  labor 


or  recent  abortion,  when  the  uterine  tissues  are  soft,  than 
in  the  conditions  now  under  consideration.  If  perforation 
should  happen,  the  uterus  should  be  carefully  washed  out 
with  the  bichloride  solution,  the  vagina  should  be  lightly 
packed  with  gauze,  and  the  patient  returned  to  bed.  A 
hypodermic  injection  of  ergotin  should  be  administered, 
and  afterward,  when  the  woman  recovers  from  the  an- 
esthetic, small  repeated  doses  of  fluid  extract  of  ergot 
should  be  administered  to  ensure  uterine  contraction.  If 
the  operation  has  been  performed  aseptically,  it  is  prob- 
able that  no  harm  will  result  from  the  accident.  If  peri- 
tonitis should  develop,  celiotomy  must  immediately  be 
performed. 

After  curetting  the  uterus  some  operators  are  in  the 
habit  of  packing  the  uterine  cavity  with  sterile  or  iodo- 
form gauze.  This  procedure  is  liable  to  obstruct  the 
escape,  rather  than  favor  the  drainage,  of  any  discharges 
from  the  cavity  of  the  uterus.  Elevation  of  temperature 
and  uterine  pain  are  often  caused  by  it;  therefore  it  is 
best,  after  the  operation  of  curetting,  merely  to  pack  the 
vagina  lightly  with  sterile  gauze,  which  should  be  re- 
moved in  forty-eight  liours.     Daily  douches  of  a  i  :4000 
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biehloride-of-merciiry  solution  should  then  be  adminis- 
tered as  long  as  the  woman  remains  in  bed.  Tiie  vagina 
should  be  carefully  dried  after  the  douche,  as  already 
advised. 

Hemorrhage  is  never  profuse  during  curetting,  and 
usually  ceases  after  the  endometrium  has  been  removed 
and  the  uterus  has  been  washed  out. 

In  cases  of  gonorrheal  endometritis  it  is  advisable, 
after  the  uterus  has  been  douched  and  the  bleeding  has 
ceased,  to  apply  carbolic  acid  thoroughly  over  the  whole 
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Fig.  113. — Micro^cupic  ■iccli..!!  of  the  ruiiiial  cniloiiiciriiiin.  sIiijmiiik  ihf  ulricu- 
]ai  glands  extending  inlo  ihe  muscular  tissue  ( Beyea). 

interior  of  the  uterus,  because  infection  may  lurk  in  the 
distal  ends  of  the  utricular  glands,  which  are  not  removed 
by  the  curette. 

The  length  of  time  during  which  it  is  advisable  to  keep 
the  woman  in  bed  depends  upon  the  extent  and  nature 
of  the  disease  for  which  the  curetting  has  been  done. 
As  a  general  rule,  the  longer  the  stay  in  bed  the  better 
it  is  for  the  woman.  If  the  uterus  is  much  enlarged  or 
if  subinvolution  is  present,  the  patient  should  stay  in  bed 
for   two  weeks.     Such  rest   in   the    recumbent  position 
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diminishes  the  congestion  of  the  pelvic  organs  and  is  of 
great  aid  in  restoring  the  parts  to  a  nonnal  condition. 
Careful  attention  should  be  paid  to  the  regularity  of  the 
bowels.  Mild  purgation  with  saline  purgatives  should  be 
continued  during  the  convalescence.  Daily  massage, 
started  two  or  three  days  after  the  operation,  will  facili- 
tate the  cure. 

All  the  endometritial  structures  are  never  completely 
removed  by  the  curette.  The  distal  ends  of  the  utricular 
glands,  which  penetrate  the  muscular  coat  of  the  litems 
(see  Fig.  123),  remain  after  thorough  and  vigorous  curet- 
ting. 

After  removing  the  endometrium  with  the  curette  the 
cavity  of  the  uterus  does  not  become  lined  with  a  cica- 
tricial membrane,  but  a  new  endometrium  is  produced. 
It  is  probable  that  the  new  membrane  is  developed  from 
the  remains  of  the  utricular  glands.  The  new  endo- 
metrium grows  in  a  very  short  time.  In  some  ca.ses  it 
has  been  sufficiently  well  formed  to  permit  pregnancy 
five  weeks  after  curetting. 

The  first  menstrual  period,  and  sometimes  the  second 
and  third,  after  the  operation  of  curetting  may  be  mi.ssed. 
As  a  general  rule,  the  menstrual  bleeding  is  much  less 
profuse  than  before  the  operation. 

The  therapeutic  object  of  curetting  for  endometritis  is 
to  replace  the  diseased  endometrium  by  a  new  membrane 
which  has  grown  under  conditions  of  rest  and  asepsis. 

EXFOLIATIVE  ENDOMETRITIS,  OR  MEMBRANOUS  DYS- 
MENORRHEA. 

There  is  a  disease  which  has  been  called  membranous 
dysmenorrhea  or  exfoliative  endometritis,  in  which  large 
membranous  pieces  of  the  endometrium  or  a  cast  of  the 
whole  structure  is  thrown  off  at  the  menstrual  period 
(see  Fig.  124).  The  condition  is  most  often  found  in  vir- 
gins or  sterile  women.  The  membrane  may  be  thrown 
off  at  every  menstrual  period,  or  at  periods  separated  by 
intervals  of  various  length. 
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The  menstrual  period  is  usually  accompauied  by  intease 
uterine  pain,  which  may  resemble  labor-pain,  and  which 
persists  until  the  separation  of 
the  endometrium.  In  some  cases 
of  this  disease  menstniation  is 
ver>'  irregular. 

The  diagnosis  is  made  from  ex- 
amination of  the  characteristic 
membrane  that  is  discharged. 
The  condition  should  not  be 
confused  with  abortion,  in  which 
the  large  irregular  decidual  cells 
will  be  discovered.  Some  wo- 
men are  verj'  liable  to  early 
menstrual  miscarriage,  and  have 
repeated  accidents  of  this  kind, 
which  in  some  cases  have  led  the 
physician  to  believe  that  the  condition  of  exfoliative  endo- 
metritis was  present. 

The  local  treatment  consists  of  dilatation  and  curet- 
ting of  the  uterus,  which  operation  it  may  be  necessary 
to  repeat  several  times.  Careful  attention  should  be  di- 
rected toward  re-establishing  or  maintaining  the  general 
health. 


Fin.  124. —  Memtirane  ilis- 
i^harged  in  meniliranous  dy&, 
mcnocrhea. 
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SUBINVOLUTION   OF   THE   UTERUS;    5UPERINVOLU- 
TION  OF  THE  UTERUS. 

SUBINVOLUTION  OF  THE  UTERUS. 

Subinvolution  of  the  uterus  is  a  condition  that  results 
from  imperfect  involution  of  the  uterus  after  labor,  abor- 
tion, or  miscarriage.  The  muscular  and  fibrous  struc- 
tures of  the  uterns,  which  had  become  hypertrophied 
under  the  influence  of  pregnancy,  fail  to  undergo  prop- 
erly the  retrograde  changes  of  fatty  degeneration  and  ab- 
sorption which  norinaily  occur  after  the  expulsion  of  the 
product  of  conception,  and  which  are  essential  for  the 
restoration  of  the  uterus  to  its  normal  size.  The  ele- 
ments of  the  endometrium  and  the  vascular  system  of 
the  uterus  also  remain  hypertrophied;  consequently  the 
uterus  is  larger,  heavier,  more  congested  than  normal. 

Similar  arrest  of  involution  may  occur  coincidently  in 
the  ligaments  of  the  uterus,  which  are  left  larger,  longer, 
and  more  relaxed  than  in  the  normal  condition. 

The  pathological  changes  that  occur  in  the  subinvo- 
luted  utenis  are  similar  to  those  found  in  chronic  endo- 
metritis and  metritis,  which  have  already  been  described. 
In  fact,  chronic  endometritis  and  metritis  accompany 
subinvolution  from  the  beginning. 

There  are  many  causes  of  subinvolution  of  the  uterus. 
Too  early  rising  from  bed  is  a  most  frequent  cause.  This 
is  especially  true  after  abortion  or  miscarriage;  for  many 
women  treat  such  occurrences  as  of  but  little  moment, 
and  refuse  to  stay  in  bed  for  more  than  a  few  days. 

Imperfect  evacuation  of  the  uterus  after  abortion  or 
miscarriage  is  a  common  cause.    Laceration  of  the  cervi-K, 
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retKxiispIacement  of  the  rtems.  and  laceration  of  the 
perineum  are  all  causes  of  scbinvolntion  of  the  ntems. 

The  symptoms  of  subinvolution  are  the  same  as  those 
already  described  under  Chronic  Metritis — ^backache, 
headache,  bearing-down  pain  in  the  pelvis,  general  phys- 
ical debility,  leucorrhea,  and  menorrhagia. 

The  treatment  of  subinvolution  should  be  directed 
toward  the  relief  of  the  primary-  cause  of  the  condition, 
r^aceration  of  the  perineum  or  of  the  cervix,  retroversion, 
or  endometritis  caused  by  retention  of  placental  tissue 
after  miscarriage,  should  receive  appropriate  treatment 

Subinvolution  may  often  be  cured  by  the  douches, 
iodine  applications,  and  depletion  of  the  cer\nx  spoken 
of  under  the  treatment  of  laceration  of  the  cer\-ix,  pro- 
vided the  primary  cause  is  removed  or  corrected. 

In  any  case  the  cure  is  always  hastened  by  thorough 
curetting  of  the  uterus.  This  operation  should  always 
be  performed  when  the  woman  is  etherized  for  the  relief 
of  any  other  condition,  as  a  laceration  of  the  cer\'ix  or  of 
the  i)erineuni. 

The  cure  of  subinvolution  depends  a  great  deal  upon 
the  time  that  has  elapsed  from  the  inception  of  the  con- 
dition to  the  institution  of  treatment.  The  secondarv* 
cliaiij^es  ill  the  endoinetriiim  and  body  of  the  uterus 
resulting  from  chronic  congestion  and  inflammation  in 
time  becomes  so  established  that  the  disease  will  not 
yield  to  any  treatment,  even  though  the  primary  cause 
of  the  trouble  may  be  cured. 

III  obstinate  chronic  cases  of  subinvolution  of  the  ute- 
rus ainpnlatioii  of  tlie  cervix  sometimes  has  a  most 
maikfd  cHrci,  and  this  operation  should  always  be  re- 
sorted to  wlirnvver  Ihc  disease  has  resisted  the  milder 
treat incnt  already  i)roscribed.  Amputation  of  the  cervix 
is  sometimes  followed  by  a  transformation  of  all  the  tis- 
sues of  the  uterus  similar  lo  that  occurring  in  normal 
involution  after  labor,  and  a  striking  diminution  in  the 
si/e  of  the  uterine  body  takes  place.  The  amputation 
t»l   the  eeivix  should  always  l)e  accompanied  by  a  thor- 
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ough  curetting.  Sometimes  the  change  in  the  body  of 
the  uterus  is  so  marked  after  amputation  of  the  cervix, 
or  even  after  trachelorrhaphy,  that  a  condition  of  super- 
involution,  or  uterine  atrophy,  results. 

SUPERINVOLUTION    OF  THE  UTERUS. 

Superinvolution  of  the  uterus  is  a  disease  the  reverse 
of  subinvolution.  In  this  condition  the  uterus,  after 
childbirth  or  abortion,  not  only  undergoes  the  normal 
involution,  but  continues  to  atrophy  until  the  length  of 
the  uterine  cavitv  may  measure  but  one  and  a  half  inches. 
The  atrophy  involves  the  neck  as  well  as  the  body  of  the 
organ,  the  Fallopian  tubes,  and  sometimes  the  ovaries. 

Superinvolution  of  the  uterus  is  a  rare  condition.  The 
cause  is  difficult  to  determine.  It  has  been  attributed  to 
great  loss  of  blood  at  confinement,  to  prolonged  lactation, 
and  to  pelvic  peritonitis  occurring  during  the  puerperium. 

Amenorrhea  is  the  most  marked  symptom  of  superin- 
volution. Nervous  disturbances  and  hysterical  symptoms 
may  also  be  present. 

•  The  diagnosis  is  easily  made  from  the  histor}''  of  the 
case  and  by  means  of  bimanual  examination  and  the  use 
of  the  sound.  Congenital  malformation  may  be  excluded 
from  the  fact  that  a  pregnancy  has  occurred,  and  senile 
atrophy  from  a  consideration  of  the  age  and  history  of 
the  woman.  The  treatment  should  be  directed  to  restor- 
ing and  maintaining  the  general  health  of  the  woman. 

Iron  and  the  remedies  useful  in  other  forms  of  amenor- 
rhea may  be  of  advantage. 


CHAPTER   XIX. 

CANCER   AND    SARCOMA  OF  THE   UTERUS. 

CANCER  OF  THE  BODY  OF  THE  UTERUS. 

Cancek  of  the  body  of  the  uterus  is  a  rare  disease  in 
comparison  with  cancer  of  the  cervix.  The  older  statis- 
tics— those  of  Schroeder — appear  to  show  that  the  disease 
begins  in  the  body  of  the  uterus  in  about  2  per  cent,  of 
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all  cases  of  cancer  of  this  organ.  This  percentage,  how- 
ever, is  probabh-  much  loo  small.  Cancer  of  the  body 
of  the  uterus  is  by  no  means  an  infrequent  disease  ;  it  is 
a  disease  for  which  the  physician  should  always  be  on 
the  watch. 
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Cancer  of  the  body  of  the  uterus  originates  in  the  epi- 
thelial structures  of  the  endometrium.     It  may  first  ap- 
pear on  the  surface  of  the  endometrium  or  deeply  in  the 
utricular  glands. 

The  gross   appearance   of   the   disease  varies  as  does 
cancer  of  the  cervix  or  of  any  other  part  of  the  body. 

Cancer  of  the  uterus  may  begin  upon  the  surface  of 
the  endometrium  as  a  superficial  ulceration,  as  a  uniform 
swelling  of  the  mucous  membrane,  as  a  polypoid  or  pap- 
illary projection,  or  as  a  large  cauliflower-like  mass  pro- 
jecting into  the  uterine  cavity. 

When  the  disease  begins  in  the  utricular  glands,  it  may 
form  nodules  throughout  the  body  of  the  uterus.     These 
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Klu.  126.— Ngdul^i  ruriii  uf  c^inccr  of  tlie  body  of  the  uterus. 

nodules  are  of  various  sizes,  from  that  of  a  pea  to  that  of 
a  hen's  egg.     They  grow  rapidly.     They  may  be  sub- 
mucons  and  project  into  the  uterine  cavity,  or  they  may 
project  beneath  the  peritoneal  covering,  giving  the  uterus 
an  irregular  nodnlar  appearance  (Fig.  126). 

In  the  later  stages  of  the  disease  the  whole  body  of 
the   uterus   becomes   infiltrated.      The    endometrium    is 
destroyed.     The   cancerous   masses   ulcerate   and    break 
down.     The  peritoneal  covering  is  for  a  certain  time  a 
barrier  to  the  extension  of  the  disease.     In  manv  cases 
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the  whole  of  the  body  of  the  uterus  may  be  infiltrated 
with  cancer,  and  yet  the  peritoneum  will  remain  intacL 
The  accompanying  illustration  (Fig.  127)  shows  this: 
the  infiltration  extends  to,  but  does  not  involve,  the  peri- 
toneum. 

Later,  however,  the  peritoneum,  the  Fallopian  tubes, 
and  the  ovaries  become  involved.     Intestinal  adhesions 
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are  formed,  and  the  disease  may  extend  throughout  the 
abdominal  cavity.  The  cervix  and  the  vagina  may  be 
attacked  by  extension  from  above,  though,  on  the  other 
hand,  the  disease  may  progress  snfficienlly  to  destroy 
life,  and  yet  the  cervix  may  remain  unaffected. 

Metastasis  may  take  place  by  way  of  the  lymphatics. 
Extension  by  metastasis,  however,  is  unusual. 

Cancer  of  the  body  of  the  uterus  occurs  at  a  somewhat 
later  age  than  cancer  of  the  cervix.  The  average  age  is 
between  fifty  and  sixty.  The  disease  attacks  both  the 
parons  and  imlliparous  woman,  the  latter  perhaps  more 
often  than  the  former. 
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The  causes  of  cancer  of  the  body  of  the  uterus  are 
mikiiowii.  It  is  probable  that  the  various  foniis  of  endo- 
metritis, by  diminishing  the  resistance  of  the  endo- 
metrium, predispose  to  tlie  development  of  cancer.  It 
has  been  maintained  that  fibroid  tnmors  of  the  uterus,  as 
a  result  of  the  accompanying  alterations  in  the  endo- 
metrium, predispose  to  cancer.  Cancer  of  the  endo- 
metrium is  certainly  not  infrequently  found  in  uteri  c 
tainiiig  fibroid  tumors. 
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however,  uever  infiltrate  the  interstitial  tissue,  as  in 
cancer.  The  muscular  wall  of  the  uterus  appears  to  be 
destroyed  by  atrophy  or  by  fatty  degeneration. 

The  disease  is  malignant,  it  extends  to  the  neighboring 
structures,  and  it  destroys  life.  It  presents,  at  any  rate 
in  the  later  .stages,  all  the  gross  appearances  and  phe- 
nomena of  cancer. 

The  symptoms  of  cancer  of  the  fundus  are  hemor- 
rhage,  leucurrheal  discharge,   and  pain. 


In  women  before  the  time  of  the  menopause  the  hemor- 
rhage may  appear  as  a  raenorrhagia  or  a  metrorrhagia, 
as  an  increase  of  the  normal  menstrual  bleeding,  or  as  a 
bleeding  occurring  at  some  otiier  time  than  the  normal 
menstrual  period.  Such  irregular  bleeding  may  be  caused 
by  any  unusual  effort. 

After  the  menopause  the  hemorrhage  may  appear  as  a 
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return  of  menstruation,  occurring  with  more  or  less 
periodicity,  and,  as  in  cancer  of  the  cervix,  often  con- 
templated with  satisfaction  by  the  woman.  It  may  ap- 
pear as  a  slight  occasional  discharge  of  blood,  as  a  bloody 
streak  in  the  leucorrheal  discharge,  as  a  spot  upon  the 
clothing,  or  as  continuous  hemorrhage.  In  the  late 
stages  of  the  disease  there  is  a  continuous  discharge  of 
blood. 

The  leucorrheal  discharge  at  first  resembles  that  of  a 
non-malignant  endometritis.  It  often  begins  as  a  grad- 
ual increase  of  a  leucorrhea  which  the  woman  may  have 
had  for  several  years.  It  may  be  streaked  with  blood. 
In  the  early  stages  there  is  nothing  at  all  characteristic 
about  the  discharge;  later,  however,  it  usually  becomes 
ver\-  offensive,  on  account  of  the  breaking  down  of 
necrotic  tissue.  It  becomes  more  purulent  in  character, 
and  brown  in  color  from  the  presence  of  blood.  In  some 
cases  of  cancer  of  the  fundus,  liowever,  the  leucorrheal 
discharge  remains  light-colored  and  practically  odorless 
throughout  the  whole  course  of  the  disease.  It  is  some- 
times thin  and  water\'  and  exceedingly  profuse,  saturating 
many  napkins  during  the  day. 

The  pain  of  cancer  of  the  fundus  is  not  a  marked 
symptom.  It  may  be  absent  even  though  the  whole 
body  of  the  uterus  be  involved  by  the  disease.  When 
the  peritoneum  is  affected,  and  extension  takes  place  to 
other  pelvic  structures,  the  pain  is  much  more  pro- 
nounced. In  other  cases  the  pain  may  be  present  in  the 
early  stages,  before  the  disease  has  extended  beyond  the 
endometrium. 

The  pain  may  be  referred  to  the  region  of  the  uterus, 
to  the  back,  or  sometimes  to  parts  of  the  pelvis  remote 
from  the  uterus,  as  the  crest  of  the  ilium. 

Bimanual  examination  shows  a  patulous  external  os, 
cervical  canal,  and  internal  os.  As  has  already  been 
said,  this  patulous  condition  is  characteristic  of  gross 
disease  of  the  endometrium. 

The  body  of  the  uterus  is  usually  somewhat  enlarged, 
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tender  on  pressure  between  the  vaginal  finger  and  the 
abdominal  hand,  and,  in  the  late  stages  of  the  nodular 
form  of  cancer,  irregular  in  outline. 

The  causes  of  death  in  cancer  of  the  fundus  uteri  are 
the  same  as  those  that  have  already  been  considered  in 
cancer  of  the  cervix.  Extension  to  abdominal  organs  is, 
however,  more  frequent  in  cancer  of  the  fundus. 

Diagnosis. — It  is  of  the  greatest  importance  to  make 
an  early  diagnosis  of  cancer  of  the  fundus  uteri,  because, 
of  all  parts  of  the  body  that  may  be  attacked  by  malig- 
nant disease,  the  fundus  uteri  offers  the  best  prospect  of 
cure  by  operation.  In  the  early  stages  the  disease  can 
easily  be  completely  removed. 

Hemorrhage  from  the  uterus  is  the  universal  symptom, 
and  should  never  be  disregarded.  The  various  manifes- 
tations of  hemorrhage  in  cancer  of  the  fundus  should 
always  be  borne  in  mind,  and  should  always  prompt  a 
thorough  investigation. 

Leucorrheal  discharge  occurring  at  or  after  the  men- 
opause, in  a  woman  previously  free  from  such  discharge, 
should  also  excite  suspicion. 

If  a  careful  examination  of  the  cer\ax  fails  to  reveal 
any  cause  for  the  hemorrhage  or  the  discharge,  the  inte- 
rior of  the  uterus  should  be  thoroughly  examined  by  the 
curette. 

A  patulous  cervical  canal  and  internal  os  are  good  indi- 
cations that  there  is  some  gross  disease  of  the  endome- 
trium. In  cancer  of  the  fundus  the  cervical  canal  and 
the  internal  os  are  usually  sufficiently  open  to  permit 
thorough  curetting  without  further  dilatation. 

The  Sims  sharp  curette  may  be  used  with  safety  if 
ordinar}'  care  be  observed.  If  the  woman  is  nervous,  an 
anesthetic  should  be  administered,  though  in  most  cases 
diagnostic  curetting  gives  but  little  pain  and  may  be  per- 
fonned  without  ether. 

The  operator  should  not  be  content  with  the  removal 
of  a  few  strips  or  portions  of  the  endometrium.  He 
should  remember  that  in  the  early  stages  the  disease  may 
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be  confined  to  a  small  area,  and,  nnless  the  whole  interior 
of  the  uterus  is  gone  over,  this  area  may  be  missed  by 
the  curette,  and  only  healthy  endometrium  may  be  re- 
moved for  examination.  Such  thorough  curetting  is  of 
especial  importance  in  case  the  tissue  removed  should  at 
first  present  no  suspicious  features  upon  gross  examina- 
tion. All  portions  of  the  endometrium  should  be  saved 
and  preserved  as  directed  in  cancer  of  the  cervi-x. 

The  tissue  should  be  submitted  for  examination  to  a 
person  trained  in  gj-necological  pathology.  The  recog- 
nition of  the  early  stages  of  cancer  of  the  endometrium, 
and  especially  of  malignant  adenoma,  requires  the  train- 
ing of  the  expert.  If  a  positive  diagnosis  cannot  be 
given  from  the  microscopic  examination,  the  case  should 
be  carefully  watched,  and  if  the  symptoms  continue, 
subsequent  curetting  and  microscopic  examination  should 
be  made. 

The  treatment  of  cancer  of  the  fundus  is  immediate 
complete  hysterectomy,  with  removal  of  the  tubes  and 
ovaries.  Cancer  has  recurred  in  an  ovary  after  removal 
of  the  uterus.  The  hysterectomy  may  be  performed  by 
the  vaginal,  thi;  abdominal,  or  the  combined  method. 

SARCOMA  OF  THE  UTERUS. 

Sarcoma  of  the  uterus  is  a  ver^'  rare  disease.  There 
have  been  but  few  properly  authenticated  cases  of  this 
disease  reported  in  medical  literature.  All  cases  of  this 
disease  should  be  put  on  record. 

There  arc  two  varieties  of  sarcoma  of  the  uterus:  dif- 
fuse sarcoma  of  the  mucous  membrane,  and  sarcoma  of 
the  uterine  parenchyma. 

In  diffuse  sarcoma  of  the  mucous  membrane  the 
endometriiiui  is  infiltrated  by  round  or  .spindle  cells. 
Soft  projections  or  tumors,  which  may  be  villous,  lob- 
ulated,  or  polypoid  in  shape,  are  formed  upon  the  mucous 
membrane. 

The  polypoid  sarcoma  may  present  at  the  cervix  uteri. 
The  disease  extends  to  the  muscular  coat  of  the  uterus. 
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In  the  later  stages  ulceration  and  disintegration  of  tis- 
sue occur. 

The  cervix  is  not  involved  by  the  disease. 

The  symptoms  of  this  form  of  sarcoma  resemble  those 
of  cancer  of  the  fundus.  There  are  hemorrhage,  dis- 
charge, and  pain. 

The  discharge  is  serous,  and  is  less  fetid  than  in  cancer, 
as  ulceration  takes  place  later  in  the  course  of  the  disease. 

The  cerv'ical  canal  is  patulous,  and  in  the  polypoid 
form  the  tumor  may  be  felt  projecting  into  the  cavity  of 
the  uterus  or  protruding  from  the  external  os. 

The  fundus  uteri  is  enlarged  and  is  tender  upon  pres- 
sure. A  positive  diagnosis  can  be  made  only  by  micro- 
scopic examination  of  curetted  or  excised  tissue. 

Sarcoma  of  the  uterine  parenchyma,  or  fibro-sar- 
coma,  or  recurrent  fibroid,  begins  in  the  muscular  coat  of 
the  uterus.  It  appears  as  nodules  of  various  size,  which 
may  be  interstitial  or  confined  to  the  muscular  coat,  sub- 
mucous or  projecting  beneath  the  mucous  membrane,  or 
subperitoneal,  projecting  beneath  the  peritoneal  coat. 
On  section  these  nodules  are  pale  in  appearance  and  soft 
in  consistency.  They  are  rarely  found  in  the  cervix. 
The  submucous  form  of  nodule  may  become  polypoid, 
project  into  the  cavity  of  the  uterus,  and  with  compara- 
tive frequency  produce  inversion  of  the  uterus. 

The  nodules  of  sarcoma  differ  from  those  of  benign 
fibroid  tumors  in  the  fact  that  they  have  no  capsule. 
They  cannot  be  enucleated,  but  are  intimately  connected 
with  the  surrounding  uterine  tissue.  Metastatic  nodules 
occur  in  the  vagina,  the  peritoneum,  and  in  other  parts 
of  the  body. 

In  the  later  stages  of  the  disease  the  nodules  disin- 
tegrate and  break  down. 

It  is  probable  that  fibro-sarcoma  usually,  if  not  always, 
originates  in  a  benign  fibroid  tumor.  In  the  early  stage 
of  the  disease  the  microscopic  appearances  of  fibroid 
tumor  are  present,  and  the  transition  from  the  benign  to 
the  malignant  growth  may  be  studied. 
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Symptoms, — The  symptoms  of  this  form  of  sarcoma 
resemble  at  first  those  of  fibroid  tumor;  they  are — hemor- 
rhage in  the  form  of  menorrhagia;  a  serous,  nou-odorous 
discharge;  and  a  moderate  degree  of  pain. 

Later,  when  ulceration  and  disintegration  take  place, 
the  hemorrhage  becomes  more  profuse  and  continuous. 
The  discharge  becomes  fetid,  and  contains  broken-down 
sarcomatous  tissue.  The  pain  becomes  more  severe. 
The  uterus  is  enlarged,  and  the  nodular  outline  may  be 
detennined  by  palpation. 

Before  metastasis  has  taken  place  the  differential  diag- 
nosis between  sarcoma  and  benign  fibroid  tumor  can  be 
made  only  by  microscopic  examination  of  the  discharge 
or  of  curetted  or  excised  portions  of  tissue.  The  dura- 
tion of  sarcoma  of  the  uterus  is  about  three  vears. 

Sarcoma  may  occur  at  almost  any  age.  Hysterectomy 
has  been  performed  for  this  disease  in  a  girl  of  thirteen. 
Several  cases  have  been  reported  under  twenty  years  of 
age.  The  most  usual  period  is  about  the  time  of  the 
menopause,  in  the  decade  from  forty  to  fifty. 

The  treatment  of  sarcoma  of  the  uterus  is  immediate 
complete  hysterectomy.  If  in  the  early  stage  a  positive 
diagnosis  cannot  ])e  made  between  ])enign  fibroid  and 
sarcoma,  the  woman  should  not  be  exposed  to  the  dan- 
gers of  waiting,  but  the  uterus  should  be  immediately 
removed. 


CHAPTER   XX. 
FIBROID  TUMORS  OF  THE  UTERUS. 

KniKOii)  TUMORS  originate  in  the  muscular  wall  of  the 
titcniH.  They  are  composed  of  elements  resembling,  to 
a  j^rcatcr  or  less  extent,  those  that  compose  the  middle 
uUtIuc*  wall.  They  consist  of  connective  tissue  and  of 
unstript'd  muscular  tissue  in  varying  proportions.  Uterine 
luinors  C()iniK>sed  exclusively  of  muscular  fibres — true 
mvomata — very  rarely  occur. 

mm 

A  number  of  names,  based  upon  the  proportion  of  the 
component  elements,  have  been  used  by  writers  to  desig- 
nate these  tumors.  Thev  have  been  called  fibroma,  my- 
oma,  myo-fibroma,  and  fibro-myoma.  The  natural  his- 
toiv  of  all  the  varieties  is  about  the  same,  and  varies  but 
littU'  with  the  proportion  of  the  elements.  I  shall  there- 
loie  consider  them  under  the  general  name  of  fibroid 
tumois  of  the  uterus. 

iMbioid  tumors  of  the  uterus  are  benign,  in  the  sense 
that  \\\v\  do  not,  like  cancer,  infiltrate  contiguous  struc- 
tuies  01  inl'ecl  the  general  system. 

iMlnoid  tnuuMs  ,ne  Kuvsoly  attached  to  the  surrounding 
nteiine  wall.  Thev  .ue  usually  investeil  by  kx)se  cellular 
livMu\  toiniiui*  a  vMpsulo  tVom  which  they  may  easily  be 
euneUMted.  lUood  vessels,  usually  of  small  size,  connect 
the  tunuM  with  \ls  vMpsule,  IVuse  adhesion  between  the 
tuuhM  M\x\  its  vapMiIc  is  the  losnll  of  inflammatory 
aet\ou  X\w  Uswx^  xonuvvluMi  of  ilio  tibroid  tumor  with 
the  v\\\»xM\\\xi\ne,  Nt'.uv^tuu's  v\;^\;ir.^  :::o  ease  with  which 
thesx^  tnu\o\s  na\e!  auxl  ave  s.^'.uv.  tv.  ou:  vM"  the  uterine 
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Fig.  131— Siili|icritoneal  fibruirl  tumors  of  the  1 
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wall.     It  will  be   remembered  that   in  this   respect  the 
fibroid  differs  from  the  nodule  of  cancer  and  of  sarcoma. 

To  the  naked  eye  fibroid  tumors  present  a  white  or 
rosy  appearance.  The  intensity  of  the  red  color  is,  as 
a  rule,  proportional  to  the  amount  of  muscular  tissue. 
i)\\  section  the  bundles  of  fibrous  tissue,  arranged  more 
or  less  concentrically  about  many  axes,  may  be  apparent. 
The  ves.sels  in  the  tumor  itself  are  usually  small  and  few 
in  number.  The  large  arteries  and  venous  sinuses  are 
found  in  the  capsule. 

Fibroid  tumors  varv  in  hardness  from  the  soft  mvoma 
to  dense  stony  nodules  composed  almost  entirely  of  fibroid 
tissue. 

Fibroid  tumors  vary  in  size  from  the  smallest  nodule 
in  the  uterine  wall  to  a  solid  mass  weighing  one  hundred 
and  forty  pounds.  The  tumors  that  usually  come  under 
observation  weigh  from  one  to  ten  pounds. 

P^ibroid  tumors  occur  most  frequently  in  the  body  of 
the  uterus.  As  has  already  been  mentioned,  however, 
they  are  sometimes  found  in  the  infra-vaginal  portion  of 
the  cervix,  and  a  peculiarly  dangerous  form  of  fibroid 
grows  from  the  supra-vaginal  cervix. 

Fibroid  tumors  are  multiple  in  the  great  majority  of 
cases.  It  is  unusual  to  find  a  single  fibroid  nodule  or 
tumor  in  the  uterus.  vSonietimes  one  tumor  far  outgrows 
tlir  rest,  but  if  the  uterine  wall  is  carefully  examined 
other  small  nodules  will  usually  be  found  in  its  sub- 
stance. 

Fibroid  tumors  originate  in  the  muscular  wall  of  the 
uterus,  and  extend  thence  in  various  directions.  When 
thev  are  situated  in  the  muscular  wall  thev  are  said  to  be 
interstitial  (I'^'ig.  130).  When  they  grow  outward,  so  that 
they  project  beneath  the  peritoneum,  they  are  called  sub- 
peritoneal (I'^'ig.  131).  When  they  project  into  the  ute- 
rine cavity  they  are  called  submucous  (see  Fig.   130). 

When  they  grow  trom  the  side  of  the  uterus,  and  espe- 
cially iVom  the  supra-vaginal  portion  of  the  cervix,  and 
extend  outward  into  the  cellular  tissue  between  the  folds 
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of  the  broad  ligaments,  they  are  said  to  be   intra-liga- 
uientoiis  (Fig.  132). 

The  subperitoneal  Jibroid  may  continue  to  grow,  push- 
ing the  peritoneum  ahead  of  it,  until  the  tumor  becomes 
altogether  extruded  from  the  body  of  the  uterus.     It  is 
then  attached  to  the  nterus  only  by  a  pedicle  of  varying 
thickne.ss.     The  pedicle  may  be  fibro-muscular  in  cha- 

■ 

"^ 

\ 

■ 

racter,  or  it  may  cousist  only  of  peritoneum,  a  little  mus- 
cular tissue,  and  blood-vessels. 

Such  a  hard,  freely  movable  tumor  often  causes  a  great 
deal   of   peritoneal    irritation.     A    serous   fluid    may   be 
thrown  out  by  the  peritoneum,  and  a  moderate  degree  of 
ascites  may  occur.     Adhesions  may  be  formed  between 
the  fibroid  tumor  and  contiguous  structnres — the  abdom- 
inal parietes,  the  omeutttm,  or  intestines.     These  adhe- 
sions are  often  exceedingly  extensive,  firm,  and  vascular, 
so  that  in  some  cases  the  tumor  derives  its  chief  blood- 
supply  and  mechanical  support   from  such  adventitious 
attachments.     The  uterine  pedicle  may,  as  a  result  of 
progressive  atrophy,  traction,  or  violence  from  a  fall,  be- 
come detached,  and  the  tumor,  having  then  lost  all  ute- 
rine connection,   appears  to  be  a  fibroid  growth  of  the 
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omentum,  intestine,  or  abdominal  wall.  This  is  the 
origin  of  many  so-called  fibroid  tumors  of  these  struc- 
tures. 

Detachment  from  the  uterus  may  also  occur,  as  the 
result  of  atrophy  of  the  pedicle  or  of  violence,  in  the 
case  of  a  pediculated  subperitoneal  fibroid  that  has  not 
contracted  adhesions  to  other  structures,  and  the  tumor 
will  then  be  found  free  in  the  abdominal  cavity. 

The  subperitoneal  fibroid  in  its  upward  growth  some- 
times drags  the  body  of  the  uterus  with  it,  and  in  this 
way  may  produce  great  elongation  and  distortion  of  the 
cervix. 

The  submucous  fibroid  grows  toward  the  uterine  cavity. 
It  presses  the  mucous  membrane  before  it,  and  it  may 
enter  the  cavity  of  the  utenis,  being  altogether  extruded 
from  the  uterine  wall.  It  then  forms  a  pediculated  tumor 
lying  in  the  uterus — an  intra-uterine  polyp.  The  pedicle 
is  composed  of  dense  fibro-muscular  tissue,  and  is  in- 
vested by  a  sheath  of  mucous  membrane,  unless  this 
structure  has  been  destroyed.  The  pedicle  may  be  but 
slightly  vascular,  or  it  may  rarely  contain  large  arteries. 
As  a  general  rule,  the  greater  the  degree  of  the  extrusion 
of  the  polyp  and  the  longer  the  pedicle,  the  less  is  the  vas- 
cular supply.  Rapid  spontaneous  hemostasis  occurs  after 
a  fibroid  polyp  is  cut  from  its  pedicle,  as  a  result  of  the 
thickness  of  the  arterial  walls  and  the  contractility  of 
the  pedicle. 

The  intra-uterine  polyp,  from  prolonged  pressure,  some- 
times acquires  the  shape  of  the  uterine  cavity. 

Uterine  contractions  are  excited  by  the  presence  of  the 
polyp,  and  the  tumor  may  in  time  be  expelled  from  the 
uterus,  enter  the  vagina,  and  protrude  at  the  vulva. 

Submucous  fibroids  form  the  most  usual  varietv  of 
uterine  polypi.  In  some  cases  the  overlying  mucous 
membrane  becomes  much  stretched  and  attenuated,  and 
may  finally  rupture  or  slough.  The  fibroid  tumor  may 
then  escape  through  the  opening  in  the  mucous  mem- 
brane, and,    having  been  extruded   altogether  from   the 
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Uteriiie  wall,  may  be  expelled  from  the  body  by  uterine 
contractions. 

The  fibroid  polyp,  being  exposed  to  septic  inflneiices 
from  the  vagina,  may  become  inflamed  and  suppurate;  or 
sloughing  and  disintegration  may  occur  because  of  inter- 
ference with  the  blood-supply  in  the  pedicle. 

The  intra-ligamentous  Jibroid  grows  from  the  side  of  the 
uterus  or  from  the  supra-vaginal  cervix.  It  pushes  apart 
the  peritoneal  folds  of  the  broad  ligament,  and  grows  be- 
tween them  or  beneath  them.  The  tumor  is  thus  out- 
side of  the  peritoneum.  It  may  fill  the  whole  pelvis 
with  a  dense  unyielding  mass,  pushing  the  uterus  to  the 
pelvic  wall,  destroying  anatomical  relations,  and  exerting 
most  disastrous  pressure  upon  blood-vessels,  nerves, 
I  nreters,  and  other  pelvic  structures. 

Sometimes,  as  these  tumors  enlarge  in  an  upward  di- 

j  rectioii,  they  carry  with   them  overlying  pelvic  organs; 

thus  the  ureter  may  be  found  passing  over  the  top  of  a 

tumor  which,  beginning  as  an  intra-iigameatous  pelvic 

[  growth,  has  become  abdominal. 

In  some  cases  the  fibroid  grows  from  the  posterior  as- 
t  pect   of    the   supra-vaginal    cervix,    passes   beneath    the 
bottom  of  Douglas's  pouch,  pushes  the  peritoneum  above 
it,  and  becomes  a  retro- peritoneal  tumor. 

Again,  it  may  grow  from  the  anterior  aspect  of  the  cer- 
L  vix  in  the  vesico-uterinc  space,  and  as  it  extends  upward 
I  may  push  the  vesico-uterine  fold  of  peritoneum  above  it 
I  and  drag  up  the  bladder,  so  that  this  viscus  is  sometimes 
Vfbund  spread  out  upon  the  anterior  face  of  the  tumor  and 
I  extending  as  high  as  the  umbilicus. 

As  has  already  been  said,  fibroid  tumors  are  usually 
■  multiple,  and  if  one  of  the  terms  designating  the  position 
^of  the  tumor  as  subperitoneal  or  intra- ligamentous  is 
Fused  to  describe  any  case,  we  understand  that  the  chief 
\  tumor-mass  is  of  this  character. 

The  fibroid  polyp  is  more  likely  to  be  single  than  any 
I -of  the  other  varieties.  In  fact,  the  fibroid  polyp  is  usii- 
LUlly  single;  that  is,  no  other  fibroid  tumor  can  be  detected 
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in  the  body  of  the  uterus.  This  is  not  always  the  case^ 
however,  and  sometimes  the  repeated  expulsion  of  suc- 
cessive fibroid  polypi  from  the  same  woman  renders  it 
probable  that  several  nodules  were  simultaneously  pres- 
ent in  the  uterine  wall. 

As  a  rule,  fibroid  tumors  of  the  uterus  are  of  slow 
growth.  In  some  cases  five,  ten,  or  fifteen  years  may 
elapse  before  the  tumor  attains  the  size  of  the  fetal  or  the 
adult  head.  Sometimes  the  tumor  appears  to  be  of  lim- 
itcii  growth,  and  early  attains  its  maximum  size,  or  it 
may  not  increase  at  all  in  size  after  its  first  discover}'  by 
the  woman;  in  other  cases  the  tumor  slowlv  but  steadilv 
grows  until,  after  a  lapse  of  ten  or  twenty  years,  it  fills 
the  whole  of  the  alxlominal  cavity  and  renders  the  woman 
helpless  frv>m  weight  and  pressure;  and,  finally,  in  some 
insianoes  the  tumor  grows  unlimitedly  with  the  rapidity 
characteristic  of  an  ovarian  cyst,  and  in  one  or  two  years 
may  crvnvd  the  woman  out  of  existence.  This  rapid  im- 
linntcvl  grvAvth  is  characteristic  of  tumors  of  the  fibro- 
cystic va'iotx, 

A  ri*>!v^ia  tv.'.iun  v\;usos  \c:v  uiarkcv!  chati^^es  in  the 
KvA  ot'  :lu*  u:cv>iN  tV.o  !*:v:sc::laT  vx\i:  ai:vi  the  endome- 
t  i  *  V.  *  *  *  rv,  V*  w  h  v^*  c  V- :  V-  *  v>  \\\v :  *  OS  c  *  r  *  ,i :  c^v-  -  T  he  ca  vit  y 
^^  v,'.v^*AM>v\l  '.v.  \'*|;^:h.  ,iv.vl  ;'*x*  **r,:sc.*.hir  wall  becomes 
v^  r't  c  J  ^  \  c  *  \    vv.'.  x\  \  '  *  \  \  v :  *  v^  \^  *  *  ^  x\'       ?  * '  ^  >  h  N  :x' :  :rv>r*h  v  re- 

5L^      \     >«    »  .  X  ,X       ^.       .         -         s>.  .-        ,         X       ^  xV    '-.>■. —^.  ■*«*«.    »>       xltC^ 

■*>>>•  -^^  x\  >         ."L       x«.x  XX    _       xN       X  .X  X         ..'.K^^.V*-*' 

:^M  ■   ..x\\^  ■■  \;    xx  .    ,■  X    ■- V    ./  x' .     ^^'■/^'k/^x      Itt  ^^^Kte 

k  »         _ 
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uterus  to  pregnane)'  is  verj'  striking;.  Between  such  a 
smooth,  iiiiiforiTily  enlarged  uterus  on  the  one  hand,  and 
the  irregnlar,  distorted  mass  of  subperitoneal  fibroids  on 
the  other,  there  are  an  infinite  number  of  varieties.  A 
great  increase  in  the  vascular  supply  accompanies  the  hy- 
pertrophy of  the  uterus.  The  ovarian  and  uterine  arteries 
and  their  branches  become  very  much  hypertrophied, 
while  the  veins  in  the  broad  ligaments  and  the  sinuses 
in  the  capsule  of  the  tumor  become  enormous. 

The  endometrium  shares  iu  the  changes  that  take  place 
in  the  nterns.  It  is,  of  course,  increased  in  area  with 
the  increase  of  the  uterine  cavity.  There  may  be  atro- 
phic changes  from  pressure  upon  or  tension  of  this  mem- 
brane, or  various  forms  of  endometritis  may  be  present, 
most  usually  the  interstitial  and  the  glandular.  The 
glandular  form  of  the  disease  is  said  to  occur  most  fre- 
quently when  the  tumor  is  remote  from  the  cavity  of  the 
uterus,  as  in  the  subperitoneal  variety;  while  interstitial 
endometritis  occurs  with  the  submucous  and  the  inter- 
stitial tumors. 

In  the  Fallopian  tubes  and  the  ovaries  pathological 
changes  occur  as  the  result  of  uterine  fibroids.  The 
tubes  may  present  any  of  the  forms  of  cystic  change — 
hydrosalpinx,  pyosalpinx,  or  hematosalpinx — that  are 
caused  by  salpingitis.  It  is  probable  that  these  diseases 
are  often  caused  by  extension  of  endometritis.  The  tubes 
and  ovaries  may  be  much  distorted  and  displaced  from 
the  normal  position.  In  some  cases  the  ovary  is  drawn 
out  into  a  long  cord  five  inches  in  length;  in  other  cases 
it  is  spread  out  upon  the  face  of  the  tumor. 

Fibroid  tumors  are  liable  to  several  forms  of  degenera- 
tion— calcareous,  fatty,  myxomatous,  edematous,  cystic, 
telangiectatic,  gangrenous  or  suppurative,  and  malig- 
nant. 

Calcareous  change.,  from  the  deposit  of  lime-salts  in 
the  fibroid  nodules,  is  an  unusual  occurrence.  It  appears 
most  often  in  women  beyond  the  menopause,  and  is  part 
of  the  atrophic  changes  that  take  place  at  this  time,     (It 
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has  occurred  in  a  woman  who  had  been  subjected  to 
oophorectomy  for  the  relief  of  a  fibroid  tumor.) 

I  have  seen  a  fibroid  tumor  the  size  of  the  adult  head 
— a  solid  calcareous  mass  which  could  be  divided  only 
by  means  of  a  saw. 

The  calcareous  nodules  are  surrounded  by  uterine  tissue 
to  which  they  are  but  loosely  attached.  They  may  be 
forced  out  of  the  uterus  and  escape  at  the  vulva.  They 
have  been  called  **  womb-stones.^' 

Fatty  degeneration  is  a  ver}'  imusual  condition.  It  has 
been  assumed  to  take  place,  as  a  step  preliminary  to  ab- 
sorption, in  those  cases  in  which  a  fibroid  tumor  dis- 
appears after  labor  or  from  other  cause. 

Myxomatous  degeneration  is  also  rare.  In  it  an  effusion 
of  mucous  fluid  takes  place  between  the  bundles  of  fibrous 
tissue.     Sometimes  large  cavities  are  formed  in  this  way. 

In  the  edematous  fibroid  the  whole  tumor  is  permeated 
bv  a  serous  fluid.  This  condition  is  not  unusual.  It 
resembles  edema  in  any  other  part  of  the  body.  It  is 
often  found  in  young  women  before  the  thirtieth  year. 

Cystic  degeneration  of  fibroid  tumors  ma}'  result  from 
any  of  the  forms  of  degeneration  with  softening  in  which 
cystic  cavities  are  formed. 

In  some  c^is^s  fil)ro-cystic  tuinors  are  caused  by  dilata- 
tion of  the  lymphatics.  They  have  been  called  *Mym- 
phangiectatic  fibroids. '^  An  endothelial  lining  has  occa- 
sionally been  found  in  the  cystic  cavities  of  these  tumors. 
The  fluid  removed  from  the  cyst-cavities  coagulates  spon- 
taneously. Such  fibroids  have  frequently  been  mistaken 
for  ovarian  cysts. 

In  the  telangiectatic  or  the  cavernous  form  of  fibroid 
tumor  there  is  an  enormous  dilatation  of  the  vessels  in 
the  new  growth.  The  venous  spaces  are  sometimes  as 
large  as  a  walnut,  and  are  filled  with  clotted  or  fluid 
blood.  This  change  usually  affects  one  part,  and  not  all, 
of  the  tumor,  which  presents  the  gross  appearance  of  a 
sponge  soaked  with  blood. 

Gangrene  is  most  liable  to  occur  in  the  fibroid  polyp. 
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During  the  process  of  expulsion  from  the  uterus  the  vas- 
cular supply  through  the  pedicle  becomes  impeded,  so 
that  there  is  not  sufficient  blood  for  nutritiou.  The 
tumor  is  exposed  to  septic  iufection  through  the  vagina 
and  the  cervix,  and  sloughing  and  suppuration  occur.  As 
3  result  of  such  disintegration  the  tumor  may  be  dis- 
charged piecemeal. 

htflammatiofiy  and  occasionally  suppuration^  of  fibroid 
tumors  remote  from  tlie  cavity  of  the  uterus  may  occur 
from  infection  through  the  intestinal  tract  or  other 
channel. 

Sarcoma  may  develop  in  a  fibroid  tumor  of  the  uterus. 
As  lias  already  been  slated,  the  "circumscribed  fibroid 
sarcoma,"  or  sarcoma  of  the  uterine  parenchyma,  is 
thought  by  some  authorities  always  to  originate  from 
degeueration  of  a  benign  fibroid  tumor.  It  seems  prob- 
able that  the  fibroid  tumor  predisposes  the  womau  to  the 
development  of  sarcoma  of  the  uterus. 

Cancer  may  also  occur  in  the  endometrium  of  a  fibroid 
uterus.  This  occurrence  is  by  no  means  au  unusual  one. 
We  cannot  yet  say  positively  that  the  fibroid  favors  the 
developmeut  of  cancer,  but  it  seems  probable  that  the 
diseased  endometrium  that  accompanies  fibroids  furnishes 
I  a  place  of  diminished  resistance  for  the  development  of 
f  malignant  disease. 

Martin  has  made  an  interesting  analysis  of  205  cases 
\  of  fibroid  tumor  of  the  uterus  that  had  been  submitted  to 
\  operation.  From  this  analysis  we  may  form  some  e.sti- 
I  mation  of  the  frequency  of  the  various  forms  of  de- 
[  generation  that  have  been  described. 

Fatty  degeneration  existed  in  7  cases.  Calcification  was 
I  present  in  3  cases.  In  10  cases  there  was  suppuration, 
I  and  this  process  was  found  in  the  submucous,  interstitial, 
[•and  subperitoneal  tumors.  In  11  cases  there  was  exten- 
I  sive  edema  of  the  fibroid.  In  8  cases  the  tumors  had 
f 'becorae  cystic. 

The  telangiectatic  change  was  found 
|gree  in  3  cases. 


1  to  a  marked  de-  m 

mi 


234      ^   TEXT-BOOK  OF  DISEASES  OF  WOMEN, 

Sarcomatous  degeneration  had  occurred  in  6  cases. 

In  7  cases  the  fibroid  was  complicated  with  cancer  of 
the  fundus  uteri,  and  in  2  cases  with  cancer  of  the  neck 
of  the  womb. 

The  fatty  and  calcareous  changes  are  not  to  be  con- 
sidered dangerous  forms  of  degeneration. 

The  other  changes,  however,  are  often  attended  with 
great  danger  to  life.  The  dangers  of  suppuration  and  of 
sarcomatous  degeneration  are  obvious.  The  edematous 
fibroid  is  often  of  rapid  and  unlimited  growth,  and  is  usu- 
ally accompanied  by  profuse  hemorrhages  from  the  uterus. 
The  cystic  fibroid  may  grow  as  rapidly  and  as  large  as  an 
ovarian  cyst.  The  telangiectatic  tumors  grow  to  large 
size  and  are  attended  by  the  dangers  of  thrombosis  and 
embolism. 

Cancer  of  the  fundus  with  fibroid  tumor  may  only  be 
a  coincidence,  and  we  will  not  assume  that  predisposition 
to  cancer  is  caused  bv  the  fibroid. 

The  statistics  that  have  been  given,  however,  show 
that  in  at  least  38  cases  out  of  205,  or  in  about  18  per 
cent,  of  the  cases,  chanj^^es  took  place  in  the  fibroid  that 
seriously  endangered  the  life  of  the  woman. 

Sterility,  abortion,  and  difficult  or  impossible  labor  are 
caused  by  uterine  fibroids.  Conception  is  impeded  on 
account  of  the  displaced,  distorted  uterus  and  the  hem- 
orrhai^e  and  discharge.  Abortion  is  likely  to  occur,  on 
account  of  the  endometritis  and  the  unequal  expansibility 
and  the  irritability  of  the  uterus. 

Labor  is  sometimes  rendered  impossible  by  the  pres- 
ence of  a  uterine  fibroid  that  obstructs  the  pelvis,  and 
Cesarean  section  has  been  performed  for  this  cause. 

The  cause  of  fibroid  tumor  of  the  uterus  is  unknown. 
Some  authorities  consider  the  condition,  or  at  least  the 
predisposition  to  the  condition,  to  be  congenital.  Ute- 
rine fibroids  have  been  observed  in  girls  near  the  age  of 
puberty,  and  hysterectomy  for  fibroid  has  been  performed 
at  the  age  of  eighteen. 

Usually  the  disease  begins  to  cause  symptoms,  and  first 
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comes  under  the  obser\'ation  of  the  physician,  after  the 
thirtieth  year.  It  is  very  probable  that  small  interstitial 
or  subperitoneal  fibroids  exist  in  many  women  before  this 
period,  bnt,  on  account  of  the  small  size  and  the  position 
of  the  growths,  they  produce  no  marked  symptoms,  and 
if  the  woman  bears  children,  the  tumors  are  very  likely 
absorbed  during  the  process  of  uterine  involution. 

Fibroid  tumors  occur  in  both  the  white  and  the  black 
races — with  somewhat  greater  frequency  in  the  latter 
than  in  the  former.  Tait  says  that  fibroid  tumors  of  the 
uterui  are  unknown  among  the  black  women  of  Africa. 
The  disease  is  certainly  very  common  among  their  de- 
scendants in  this  country. 

The  frequency  of  uterine  fibroids  is  difficult  to  deter- 
mine, for  there  are  many  cases  in  which  the  disease  is 
unrecognized  on  account  of  the  small  size  of  the  tumor 
and  the  absence  of  symptoms.  It  is,  however,  one  of 
the  commonest  diseases  with  which  women  suffer.  In 
504  celiotomies  performed  for  diseases  of  women  during 
the  past  three  years  at  the  University  and  Gynecean  Hos- 
pitals, uterine  fibroids  were  found  in  85,  or  in  about  17 
per  cent,  of  the  cases. 

Fibroid  tumors  are  fonnd  both  in  multiparous  and  in 
nulliparous  women — much  more  frequently  in  tlie  latter 
than  in  the  former.  Single  women  and  sterile  married 
women  are  especially  predisposed  to  this  disease.  There 
are  two  probable  causes  for  this  difference.  The  unceas- 
ing congestions  of  menstruation  favor  the  development 
of  the  neoplasm;  and,  when  once  started,  its  further 
growth  is  not  checked  by  the  retrograde  changes  that 
accompany  invohition  of  the  iiterns,  and  that  sometimes 
cause  the  disappearance  of  even  large  fibroids. 

Fibroid   tnmors  are  essentially  growths  of   the  men- 
strual liff  of  the  woman.     They  usually  first  appear  after 
the  thirtieth  year,   and  they  continue  to  grow  until  the 
I  menopause.     The  size  of  the  tumor  and  the  severity  of 
I  -all  the  symptoms  progressively  increase  during  the  active 
I  sexual   period   of   life.     It  is  ver>-  unusual   for  favorable 
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retrograde  changes  or  permanent  amelioration  of  symp- 
toms to  occur  during  this  period.  In  a  woman  with 
fibroid  tumor  of  the  uterus  the  menopause  is  delayed  for 
five  to  fifteen  years  beyond  the  normal  time.  This  is  an 
important  fact  to  be  remembered  in  connection  with  the 
prognosis  and  the  treatment  of  any  case. 

At  the  menopause,  in  the  majority  of  cases,  the  growth 
of  the  tumor  is  arrested,  and  the  retrograde  changes  that 
affect  the  genital  apparatus  involve  also  the  fibroid  tumor, 
and  atrophy  of  the  neoplasm,  with  marked  diminution  in 
size,  and  in  some  cases  its  complete  disappearance,  may 
take  place.  The  tumor  becomes  quiescent,  and  the 
woman  may  finish  her  life  in  comparative  comfort.  This, 
however,  is  by  no  means  always  the  case.  The  fibroid 
sometimes  continues  to  grow  after  the  menopause,  and 
the  suffering  is  sometimes  so  unbearable  that  the  woman 
is  finally  driven  to  operation. 

In  some  cases  the  tumor  has  developed  entirely  after 
the  menopause  has  been  reached. 

At  each  menstrual  period  there  is  usually  a  decided  in- 
crease in  the  size  of  the  tumor  and  in  the  severity  of  the 
symptoms.  And  at  these  periods,  in  the  case  of  a  sub- 
mucous or  an  interstitial  fibroid,  the  cervical  canal  be- 
comes more  patulous. 

Sjnnptoms. — The  chief  symptom  of  fibroid  tumor  of 
the  uterus  is  hevwrrhage.  This  symptom  is  present  in 
the  great  majority  of  fibroids  of  all  kinds.  It  is  not, 
however,  universally  present.  I  have  removed  tumors 
the  size  of  the  adult  head,  composed  of  interstitial  and 
subperitoneal  fibroids,  from  women  who  had  never  suf- 
fered with  even  slight  menorrhagia.  The  hemorrhage 
appears  in  the  form  of  menorrhagia  or  metrorrhagia.  It 
may  l)e  an  increase  in  the  regular  menstrual  bleeding. 
It  may  appear  as  a  periodical  bleeding  occurring  ever>' 
two  weeks — a  phenomenon  that  occurs  in  other  diseases 
of  the  uterus  and  the  endometrium.  It  may  appear  as  a 
show  of  blood  or  a  slight  hemorrhage,  after  unwonted 
effi^rt,  between  the  regular  menstrual  periods.    This  may 
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occur  after  straining  at  stool,  coitiis,  or  even  emotional 
disturbance.  And,  finally,  it  inay  appear  as  a  continuous 
bleeding  from  the  uterus. 

The  cause  of  these  hemorrhages  is  to  be  found  in  the 
increased  area  of  the  endometrium  accompanying  the 
uterine  enlargement,  and  in  the  diseased  condition  of  the 
endometriniu. 

The  hemorrhage  is  not  usually  alarming  in  amount, 
and  it  may  be  somewhat  controlled  by  rest  in  bed  and  the 
administration  of  ergot  or  other  drug.s.  In  some  cases, 
however,  it  produces  the  most  profound  anemia,  and  in 
others,  especially  in  the  uterine  polyp,  the  woman  may 
literally  bleed  to  death. 

The  symptom  of  hemorrhage  is  independent  of  the  size 
of  the  tumor,  but  depends  upon  the  position  of  the 
fibroid.  As  a  rule,  the  hemorrhage  is  most  severe  with 
the  uterine  polyp,  less  severe  with  the  submucous  and 
the  interstitial  tumors,  and  least  with  the  subperitoneal 
variety.  In  some  cases,  when  the  mucons  membrane 
overlying  a  submucous  tumor  ruptures,  the  hemorrhage 
may  come  directly  from  venous  sinuses  in  the  capsule. 

The  hemorrhage  also  depends  upon  the  variety  of  the 
growth.  The  edematous  fibroid  and  the  soft  myoma  ap- 
pear always  to  be  accompanied  by  profuse  bleeding.  In 
some  cases  the  hemorrhage  may  occur  periodically  or 
continuously  in  old  women  who  have  passed  the  meno- 
I  pause,  and  in  whom  there  had  been  no  bleeding  for 
several  years.  This  lias  been  observed  in  the  small  sub- 
mucous fibroids  which,  after  a  period  of  quiescence,  have 
gradually  become  polypoid,  or  which  have  undergone 
suppuration  and  disintegration.  The  hemorrhage,  tlie 
I  offensive  odor  of  the  discharge,  and  the  age  and  the 
I  history  of  the  patient  are  ver>-  likely  to  lead  to  the  diag- 
1  nosis  of  cancer. 

The  blot>d  that  escapes  from  the  fibroid  uterus  may  be 
fluid  or  clotted,  or  it  may  be  partly  decomposed  from  the 
retention  of  clots. 

A  pro/use   secrelion   from   the   utricular  glands   often 
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occurs  between  the  uterine  hemorrhages.  This  secretion 
is  usually  thin  and  watery  in  character,  and  may  be  so 
profuse  as  to  require  the  continuous  wearing  of  a  napkin. 
In  some  unusual  cases  there  is  no  marked  hemorrhage, 
but  a  continuous  abundant  watery  discharge. 

Pain  is  a  more  or  less  constant  accompaniment  of 
fibroid  tumors.  It  varies  a  great  deal  in  character  and 
position.  It  is  often  referred  to  the  sacrum  and  to  the 
top  of  the  head  or  the  occiput.  Pain  of  this  character 
is  due  to  the  accompanying  metritis  and  endometritis. 
That  it  is  uterine  in  origin  is  shown  by  the  fact  of  its 
complete  and  permanent  disappearance  from  the  day  that 
hysterectomy  is  performed. 

The  pain  is  always  increased  at  the  menstrual  periods, 
and  may  at  first  be  present  only  at  these  times.  It  after- 
wards becomes  continuous. 

In  the  case  of  a  submucous  or  a  polypoid  fibroid  there 
may  be  present  the  pain  of  uterine  contractions,  referred 
to  the  center  of  the  lower  abdomen,  and  resembling 
labor- pains. 

The  jxiin  from  pressure  is  sometimes  intense.  It  occurs 
in  large  tumors  and  in  those  of  pelvic  growth,  like  the 
intra-ligamentous  fibroids.  Sciatic  or  crural  neuralgia 
may  be  thus  develoi>ed. 

In  all  these  cases  there  is  a  feeling  of  weight  and  drag- 
ging in  the  |H.*lvis  which  is  most  markeil  in  the  erect  po- 
sition, and  which  is  caused  bv  the  weiiiht  of  the  tumor 
and  of  the  enlarged  uterus. 

The  sympttMus  of  pressure  are  very  marked  in  the  case 
of  intra-ligamentous  tumors.  The  capacity  v^f  the  bladder 
may  be  .^^o.dimiuisheil  thai  there  mav  be  continuous  in- 
cvMitinence  of  urine:  or  \\\v  Madder  ami  the  urt^thra  may 
Ik'  .^o  distorted,  t'lom  traction  and  pressuiw  that  urine  is 
voided  with  j^reat  dithcultw  and  it  is  sometimes  imjxx*^- 
sible  to  intriHluiv  the  oathetei.  1  have  seen  a  woman 
with  a  tibroid  the  si/c  of  the  adult  lioail  who  could  uri- 
nate onlv  when  ujvm\  lu  1  liai\ds  aux!  knoes. 

Pressure  uinm  the  jvlvic  ueives  ma\ ,  ,is  has  already 


FIBROID   TUMORS  OF  THE  UTERUS. 


239 


been  mentioned,  produce  great  pain,  and  in  some  cases 
paralysis.  Women  are  sometimes  affected  with  sudden 
complete  paralysis  of  one  or  both  legs  from  the  pressure 
of  a  fibroid.  I  have  performed  hysterectomy  upon  a 
woman  who  had  on  several  occasions  fallen  helpless  in 
the  street  from  paraK'sis  of  the  left  leg  caused  by  the  pres- 
sure of  a  small  intra-ligainentous  fibroid  tumor.  All  the 
pressure-symptoms  are  exaggerated  at  the  menstrual 
period,  on  account  of  the  swelling  of  the  tnmor  that 
occurs  at  this  time. 

Pressure  upon  the  rectum  is  often  very  marked,  and 
may  cause  constipation  and  hemorrhoids.  Pressure  upon 
the  ureters  causes  dilatation,  hydronephrosis,  and  ure- 
mia. This  is  a  not  infrequent  cause  of  death,  both  in 
the  untreated  case  and  after  operation  for  the  relief  of 
fibroids. 

The  effect  of  fibroid  tniuors  of  large  size  upon  the  heart 
and  blood-vessels  has  been  remarked  by  several  writers. 
Fatty  degeneration  and  brown  atrophy  have  been  found 
associated  with  uterine  fibroids  in  a  number  of  instances. 
This  is  undoubtedly  the  explanation  of  some  cases  of 
death  after  operation, 

Martin  has  called  attention  to  the  disposition  to  throm- 
bosis and  embolism  which  seems  to  be  especially  marked 
in  the  telangiectatic  form  of  tnmor.  This  also  explains 
some  of  the  cases  of  sudden  death  that  occur  after  opera- 
tion. Operators  have  observed  cases  of  sudden  death, 
probably  from  embolism,  occurring  sometimes  several 
weeks  after  hysterectomy  for  fibroid  tumor. 

The  diagnosis  of  uterine  fibroids  is  made  from  a  study 
of  the  symptoms  already  described  and  from  the  physical 
examination. 

If  the  tumor  is  large  enough  to  be  palpated  through 
the  abdominal  wall,  the  hard  consistency  and  the  irregu- 
lar bossed  outline  of  the  multinodnlar  form  of  fibroid  may 
be  detected. 

By  bimanual  examination  we  determine  the  general 
enlargement,  and  perhaps  the  irregular  outline,   of   the 
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uterus.  Sometimes,  when  the  fibroid  is  small  and  inter- 
stitial, a  slight  elevation,  or  perhaps  merely  a  local  in- 
duration, may  be  felt.  By  grasping  the  cervix  with  a 
tenacuhim  and  drawing  it  down  while  the  palpating  finger 
is  in  the  rectum  the  whole  of  the  posterior  face  of  the 
uterus  may  be  explored  and  small  fibroid  nodules  dis- 
covered. 

The  tumors  are  found  to  be  continuous  with  the  uterus 
and  movable  with  it.  If  the  tumor  is  suflSciently  large  to 
be  grasped  by  an  assistant,  who  draws  it  up  or  to  either  side, 
it  will  be  found  that  the  motion  is  communicated  to  the 
vaginal  cervix.  The  cervix  is  often  ver\*  hard,  and  may 
have  been  dragged  upward  to  such  an  extent  that  it  can- 
not be  reached  by  the  vaginal  finger;  or  it  may  project 
from  the  rounded  surface  of  the  tumor  like  the  nipple  on 
the  breast. 

The  hard,  non-fluctuating  character  of  the  tumor  may 
usually  be  determined  by  bimanual  examination.  A  sen- 
sation resembling  that  of  fluctuation  may  be  elicited  in 
the  edematous  fibroid,  and  true  fluctuation  is,  of  course, 
present  in  the  cystic  variety. 

The  uterine  sound  shows  the  increased  length  and  the 
irregularity  of  the  uterine  cavity.  The  sound  is  not  often 
necessary  for  diagnosis.  It  is  useful,  however,  in  the  case 
of  small  interstitial  fibroids.  It  will  be  remembered  that 
uterine  enlargement  is  one  of  the  most  usual  symptoms 
of  fibroid  tumor. 

The  presence  in  the  wall  of  the  uterus  of  a  hard  nodule 
or  of  an  area  of  induration,  with  a  decided  increase  in  the 
length  of  the  uterine  cavity  (three  to  four  inches),  is  strong 
evidence  of  fibroid  tumor. 

Those  fibroid  tumors  which  cause  symmetrical  uterine 
hypertrophy  without  any  irregularity  of  surface  are  some- 
times difficult  of  diagnosis.  They  have  been  mistaken 
for  the  pregnant  uterus.  The  reverse  mistake  has  also 
very  frequently  been  made,  and  the  woman  has  been  sub- 
jected to  celiotomy  for  fibroid  tumor  when  a  normal  preg- 
nancy alone  was  present.     The  differential  diagnosis  be- 
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tween  fibroid  and  pregnancy  is  usually  not  difficult.  la 
making  such  a  diiTerential  diagnosis  it  must  be  remem- 
bered that  in  some  cases  of  pregnancy  the  menstrual  pe- 
riods continue  during  the  early  months  or  throughout  the 
course  of  pregnancy,  and  that  irregnlar  bleeding  may 
occur  during  pregnancy;  also,  on  the  other  hand,  that 
the  symptoms  of  nienorrhagia  and  metrorrhagia  may  be 
absent  in  the  case  of  fibroid  tumors.  Mammary  changes, 
nausea,  and  pigmentation  of  the  skin  may  occur  with 
fibroid  tumors  as  with  other  diseases  of  the  uterus  or 
the  ovaries,  and  resemble  the  similar  phenomena  of  preg- 
nancy. The  bluish  discoloration  of  the  ostium  vaginae, 
the  soft  cervi.v,  the  pulsation  of  the  vaginal  vessels,  the 
movements  of  the  child,  and  the  fetal  heart-sounds  are 
absent  in  fibroid  tumors.  The  recent  history  of  the 
tumor  and  its  typical  increase  in  size  are  observed  in 
pregnancy. 

In  the  event  of  doubt  the  case  should  be  watched  for 
a  few  months  until  the  diagnosis  becomes  clear.  Fibroid 
tumors  are  of  slow  growth,  and  such  delay  is  usually  not 
dangerous. 

If  the  fibroid  tumor  is  complicated  with  pregnancy, 
the  diagnosis  becomes  more  difiicult.  This  complica- 
tion is  not  an  unusual  one,  and  should  always  be  borne 
in  mind. 

The  diiTerential  diagnosis  between  uterine  fibroid  and 
ovarian  cyst  is  easy  except  in  the  case  of  the  fibro-cystic 
tumor.  Such  tumors  have  very  often  been  mistaken  for 
ovarian  cysts.  The  mistake  is  not  at  all  serious,  as  celi- 
otomy is  indicated  in  either  case.  The  operator,  how- 
ever, should  always  determine  the  nature  of  the  tumor 
before  proceeding  with  the  operation  after  the  abdomen 
has  been  opened,  as  puncture  of  a  fibro-cystic  tumor  may 
be  attended  by  alarming  hemorrhage. 

A  small  fibroid  in  the  posterior  wall  of  the  uterus  has 
often  been  mistaken  for  retroflexion,  and  the  woman  has 
been  treated  with  a  pessary.  This  mistake  may  be 
avoided  by  feeling,  with  the  abdominal  hand,  the  fundus 
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uteri  in  its  normal  forward  position,  or  by  determining 
the  true  direction  of  the  uterus  with  the  uterine  sound. 

The  prognosis  of  uterine  fibroids  may  be  determined 
from  a  consideration  of  the  natural  history,  the  degenera- 
tions, and  the  complications  of  these  neoplasms,  which 
have  already  been  described. 

Fibroid  tumors  are  benign  growths,  in  contradistinction 
to  cancer  and  sarcoma.  They  do  not  infiltrate  contigu- 
ous structures  or  invade  the  general  system;  but  they  are 
not  benign  in  the  sense  that  they  are  not  dangerous  to 
life. 

As  has  been  said,  the  disease  may  terminate  as  a  ute- 
rine polyp,  which  may  be  discharged  from  the  body.  But 
during  this  process  the  woman  may  die  from  hemor- 
rhage or  from  septic  absorption  from  the  sloughing,  dis- 
integrating tumor. 

Some  unusual  fibroids  give  no  trouble  whatever,  never 
attain  a  large  size,  and  are  discovered  only  accidentally 
during  the  life  of  the  woman  or  at  the  autopsy. 

In  very  exceptional  cases — so  rare  that  they  are  to  be 
looked  upon  as  medical  curiosities — the  fibroid  disappears 
spontaneously  even  after  it  has  reached  a  large  size. 
This  has  occurred  as  the  result  of  an  accident,  explora- 
tory celiotomy,  and  pregnancy. 

We  have  no  right  in  any  case,  however,  to  look  for 
such  favorable  termination. 

The  accidents  that  may  happen  to  the  tumor  itself,  and 
which  imperil  the  life  of  the  woman,  are  various  and 
occur  frequently.  The  dangerous  forms  of  degeneration 
— the  edematous,  the  cystic,  the  telangiectatic,  and  the 
sarcomatous — occur  with  suflScient  frequency  always  to 
be  dreaded ;  and,  even  though  these  danci^ers  be  avoided, 
the  anemia  from  the  continual  hemorrhage  exposes  the 
woman  to  fatal  results  from  the  diseases  and  accidents  of 
daily  life.  The  most  favorable  course  that  we  have  a 
right  to  expect,  in  any  case  of  fil)roid  tumor  of  the  uterus 
that  is  not  discharged  as  a  uterine  polyp,  is  that  it  will 
grow  slowly,  that  it  will  produce  symptoms  not  unen- 
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durable,  and  that  at  the  menopause  it  will  cease  to  grow 
and  will  atrophy  or  disappear. 

This  comparatively  favorable  course  condemns  the 
woman  to  a  life  of  invalidism,  more  or  less  marked,  dur- 
ing the  years  that  should  be  the  most  useful  and  active 
of  her  existence  The  menopause  may  be  delayed  for 
five,  ten,  or  fifteen  years,  or  it  may  be  indefinitely  post- 
poned; and  even  after  the  menopause  has  occurred,  in  a 
certain  number  of  cases  the  fibroid,  contrary  to  the  usual 
niie.  continues  to  grow,  iiiid  may  ultimately  cause  death. 

Treatment  of  Fibroid  Tumors  of  the  TTtems.— 
Operative  treatment  is  usually  demanded  in  the  case  of 
fibroid  tumors.  A  few  years  ag;o  the  treatment  u.sually 
advised  was  palliative  and  expectant.  Tlie  imperfect 
technique  rendered  operations  for  this  di.sease  so  fatal 
that  it  was  considered  safest  for  the  woman  to  allow  the 
tumor  to  pursue  its  natural  course,  hoping  that,  if  small 
and  single,  it  would  be  discharged  as  a  polyp,  or  that  it 
would  grow  slowly  and  would  atrophy  at  the  menopause, 
the  phy.sician  meanwhile  relieving  as  much  as  po.ssible, 
by  palliative  treatment,  the  symptoms  that  presented  be- 
fore this  favorable  termination. 

Many   women,    following   this   advice,    have    .suffered 

[through  the  years  of  active  life,  and  have  finally  found 
relief  and  cure  when  the  menopause  was  reached;  others 
have  started  upon  this  dreary  course,  and  have  died  from 
some  of  the  accidents  incident  to  these  tumors;  still 
others  have  passed  through  these  years  of  suffering,  and 
then  have  found  the  hoped-for  goal  vanished,  the  meno- 
pause indefinitely  postponed,  or  the  tumor  continuing  to 
grow  after  this  period  had  been  reached. 
Many  of  these  women  are  driven  to  the  operating-table 
to-day,  after  lives  that  have  been  wasted  by  this  expectant 
plan  of  treatment. 
The  great  majority  of  fibroid  tumors  of  the  uterus 
demand  immediate  operation.  The  operative  technique 
has  been  so  perfected  that  the  mortality  after  operation  is 
very  small.     The  danger  of  operation  is  much  less  than 
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the  dangers  to  which  the  woman  is  exposed  from  the 
various  accidents  that  are  liable  in  this  disease. 

There  are  some  cases,  however,  in  which  immediate 
operation  is  not  demanded.  In  a  young  woman  with  a 
fibroid  tumor  of  small  size  that  is  not  causing  serious 
symptoms  operation  may  be  deferred  and  the  case  may 
be  watched.  This  plan  is  especially  desirable  if  the 
woman  is  anxious  to  have  children.  She  should  be  told, 
however,  that  conception  is  less  likely  to  occur  than  in 
the  well  woman,  that  she  is  liable  to  abort,  and  that  the 
tumor  will  grow  more  rapidly  during  her  pregnancy. 
On  the  other  hand,  there  is  the  possibility  of  its  disap- 
pearance after  labor. 

If  the  tumor,  even  though  small,  is  intra-ligamentous 
and  of  pelvic  growth,  the  expectant  plan  of  treatment  is 
not  justifiable.  Dangerous  pressure-symptoms  are  too 
imminent,  and  if  pregnancy  occurs  labor  will  be  ob- 
structed. If  the  woman  has  reached  the  menopause,  if 
menstruation  has  ceased,  and  the  tumor  is  causing  no 
serious  symptoms  from  its  size  and  position,  the  case  may 
be  watched  with  the  hope  that  the  disease  will  shortly 
become  quiescent.  Such  cases  are  exceptional.  Usually 
the  tumor  produces  symptoms  that  render  the  woman 
more  or  less  of  an  invalid,  and  she  should  not  be  con- 
demned to  this  suffering  and  to  the  dangers  of  waiting. 
In  these  cases  we  must  not  rely  altogether  upon  the  state- 
ment of  the  woman  in  regard  to  the  suffering  caused  by 
the  tumor.  A  woman,  dreading  operation,  will  often 
underrate  her  suffering,  or  she  will  consider  as  normal 
the  disturbances  to  which  she  has,  through  a  long  period 
of  years,  gradually  become  accustomed. 

No  drug  has  been  discovered  that  has  any  influence 
upon  the  growth  of  the  fibroid  tumor. 

The  most  serious  symptom,  hemorrhage,  may  be  alle- 
viated in  a  variety  of  ways.  Rest  in  the  recumbent  pos- 
ture, to  relieve  congestion,  is  most  important.  Such  rest 
is  especially  demanded  at  the  menstnial  period.  Pres- 
sure-symptoms and  pain  are    likewise  relieved  by  rest. 
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Careful  attention  to  the  regularity  of  the  bowels  is  desir- 
able. The  adiiiiiiistration  of  saline  purgatives  to  the 
extent  of  mild  purgation  depletes  the  pelvic  circulatiou, 
and  is  especially  useful  immediately  before  a  menstrual 
period.  Coitus  should  be  avoided  immediately  before 
and  during  the  menstrual  period. 

Ergot,  gallic  acid,  hydrastis,  bromide  of  potash,  and 
erigeron  are  useful  to  control  the  bleeding.  They  should 
be  administered  in  frequently  repeated  doses  for  a  long 
period. 

Thorough  curetting  of  the  cavity  of  the  uterus  is  the 
most  certain  method  of  controlling  the  hemorrhage.  By 
this  procedure  the  diseased  endometrium  is  removed,  and 
the  bleeding  is  usually  very  decidedly  diminished  for  sev- 
eral months  afterwards. 

The  treatment  by  electricity,  once  popular  with  some 
physicians,  has  not  stood  the  test  of  time  and  experience. 
It  does  not  stop  the  growth  of  the  tumor.  It  has  caused 
many  deaths.  It  may  produce  peritonea!  adhesions, 
which  render  subsequent  operation  most  difficult. 

Ligation  of  the  uterine  arteries  for  the  cure  of  fibroid 
tumors  of  the  uterus  has  been  practised  by  a  few  operators 
during  the  past  five  years.  The  object  of  this  operation 
is  to  arrest  the  growth  of  the  tumor  or  to  produce  atrophy 
by  diminishing  its  blood-supply.  The  few  reported  cases 
seem  to  show  that  the  operation  may  sometimes  do  good. 
The  operation  has  certainly  not  become  popular,  and  it 
must  be  considered  to  be  still  on  trial.  It  is  not  applic- 
able to  large  tumors  or  to  tumors  that  are  producing  .seri- 
otis  pressure -symptoms.  The  object  sought  may  be  de- 
feated by  the  establishment  of  the  collateral  circulation. 
[n  many  cases  the  distortion  of  anatomical  relationships 
that  occurs  with  uterine  fibroids  renders  the  operation, 
AS  usually  performed,  impossible,  because  one  or  both 
Iterine  arteries  may  be  far  removed  from  the  normal 
'^o«tioD. 

The  operation  is  performed  through  the  vagina.  Doug- 
las's pouch   is  opened,  lateral  incisions  are  made  in  the 
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vaginal  vault  across  the  bases  of  the  broad  ligaments, 
and  the  arteries  are  secured  by  ligatures. 

The  operations  usually  performed  for  the  cure  of  ute- 
rine fibroids  are  salpingo-oophorectomy,  or  removal  of 
the  Fallopian  tubes  and  the  ovaries;  and  hysterectomy, 
or  removal  of  the  uterus. 

Salpingo-oophorectomy  has  been  practised  for  a  number 
of  years,  and  a  large  number  of  fibroid  tumors  have  been 
cured  by  it.  Before  the  present  perfected  technique  of 
hysterectomy  had  been  developed  salpingo-oophorectomy 
was  much  the  safer  operation,  and  was  always  practised 
whenever  possible. 

The  object  of  the  operation  is  to  cause  arrest  of  growth 
and  atrophy  of  the  tumor  by  stopping  menstruation  and 
producing  a  premature  menopause. 

According  to  the  statistics  of  Tait,  the  operation  results 
in  cure  of  the  fibroid  in  95  per  cent,  of  the  cases. 

In  some  cases  the  bleeding  stops  immediately  and  never 
recurs;  in  other  cases  the  bleeding  continues,  in  steadily 
diminishing  amount,  for  several  weeks  or  a  few  months 
after  the  operation;  and  finally,  in  a  small  proportion  of 
the  cases,  the  bleeding  is  not  arrested  at  all. 

The  atrophy  of  the  tumor  after  this  operation  is  also 
variable.  Sometimes  the  atrophy  begins  immediately, 
and  in  a  few  weeks  after  the  oj)eration  has  proceeded  to 
a  very  marked  degree,  the  tumor  disapj>earing  or  being  so 
small  as  to  give  no  trouble;  in  other  cases  the  atrophy 
is  much  slower;  sometimes  there  is  no  arrest  of  growth 
whatever. 

The  operalit>u  seems  to  produce  most  benefit  in  cases 
of  the  hard  fibroid.  The  edematous  fibroid  is  often  un- 
affected by  il;  and  il  is  not  applicable  in  the  case  of  fibro- 
cystic tumors,  which  oiMitinue  in  unabated  growth. 

In  jH^forniiuvi  the  i^|HMalion  it  is  important  that  ever>' 
jHM'tion  of  ovarian  tissue  should  be  removed,  and  that  the 
l^iUopian  tuln^  should  be  amputated  as  closelv  as  possible 
to  the  uteiine  v\muu.  Manx  v\ises  of  tailnre  of  this  ope- 
ration are  due  to  nejileot  of  these  precautivMis. 
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A  very  small  portion  of  ovarian  tissue  may  be  sufficient 
to  continue  menstruation. 

A  good  many  women  who  had  derived  no  benefit  from 
the  first  operation  have  been  subjected  to  a  second  opera- 
tion, a  small  remaining  portion  of  the  ovary  being  re- 
moved or  the  stump  of  the  Fallopian  tube  being  excised, 
complete  cure  resulting. 

The  nature  of  the  influence  of  the  Fallopian  tube  in 
this  matter  is  not  understood.  Tait  lays  especial  stress 
upon  the  necessity'  of  its  complete  removal. 

Tile  importance  of  the  removal  of  the  tubes  may  be 
realized  from  Tait's  statement  that  "  removal  of  the  ova- 
ries alone  is  followed  by  immediate  and  complete  arrest 
of  menstruation  in  about  50  per  cent,  of  the  cases.  Re- 
moval of  both  tubes,  with  or  without  the  ovaries,  is  fol- 
lowed by  the  same  arrest  in  about  90  per  cent,  of  the 
cases."  From  this  statement  it  appears  that  if  one  wishes 
to  stop  menstruation,  removal  of  the  tubes  is  of  even 
more  importance  than  removal  of  the  ovaries. 

The  operation  of  salpingo-oophorectomy  is  not  advis- 
able in  .some  cases,  and  in  some  others  it  is  impossible  to 
perfonn  it. 

As  has  already  been  said,  the  operation  is  likely  to  fail 
in  the  soft  edematous  fibroids.  It  should  not  be  advised 
in  the  fibro-cystic  tumors.  It  is  not  advisable  in  the  case 
of  large  fibroid  tumors  of  abdominal  growth,  because, 
even  though  atrophy  occur,  it  will  be  slow,  and  the  symp- 
toms referable  to  the  large  hard  tumor  in  the  abdomen 
will  be  but  slowly  relieved. 

The  operation  is  not  applicable  to  the  intra-ligamentous 
fibroid  of  pelvic  growth,  producing  urgent  pressure- 
symptoms  that  demand  certain  and  immediate  relief.  In 
the  case  of  profuse  exhausting  hemorrhage,  when  the 
anemia  is  so  great  that  immediate  and  certain  arrest  of 
bleeding  is  required,  salpingo-oophorectomy  should  not 
be  practised. 

If  the  woman  has  reached  the  menopause,  and,  not- 
withstanding the   cessation  of  menstruation,  the  tumor 
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continues  to  grow,  salpingo-oophorectomy  will  do  no 
good. 

In  some  cases  the  tubes  and  ovaries  cannot  be  removed. 
They  often  occupy  a  position  behind  or  under  the  tumor, 
so  that  they  cannot  be  removed  without  first  taking  the 
tumor  away.  The  tube  and  ovary  may  be  so  distorted 
that  only  partial  excision  is  possible,  and  this  will  result 
in  no  benefit;  or  the  tube  and  ovary  may  be  spread  out 
upon  the  face  of  the  tumor,  incorporated  with  its  capsule, 
so  that  removal  is  impossible,  and  any  attempt  at  removal 
may  result  in  rupture  or  penetration  of  large  venous 
sinuses — a  most  dangerous  accident. 

The  operator  should  therefore  never  undertake  the 
operation  of  salpingo-oophorectomy  for  uterine  fibroid 
unless  he  is  prepared  to  perform  hysterectomy  if  this 
operation  is  found  necessar}\ 

Hysterectomy  is  deservedly  the  favorite  operation  for 
uterine  fibroids  at  the  present  day. 

The  danger  of  the  operation  is  small,  being  but  little, 
if  any,  greater  than  that  attending  salpingo-oophorec- 
tomy for  fibroids,  if  we  compare  only  those  cases  in  which 
either  operation  may  be  performed. 

The  operation  is  applicable  to  every  kind  of  fibroid 
tumor.  The  relief  of  symptoms  is  immediate  and  cer- 
tain. 

The  reflex  symptoms,  such  as  backache  and  headache, 
which  are  directly  due  to  the  patliolo^ical  condition  of 
the  uterus,  often  disappear  immediately  and  permanently. 
This  cannot  be  said  of  salpingo-oophorectomy,  after 
which  operation  these  symptoms  often  continue  for  an 
indefinite  period. 

The  treatment  of  uterine  fibroids  lias  followed  in  de- 
velopment the  growth  of  abdominal  and  pelvic  surgery. 
In  the  days  when  celiotomy  was  a  dangerous  operation 
the  palliative  treatment  was  advisable.  When  salpingo- 
oophorectomy  could  be  safely  performed  this  treatment 
was  practised;  and  now  that  hysterectomy  is  equally  safe, 
it  has  become  the  operation  of  election. 
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The  details  of  the  operation  of  hysterectomy  for 
uterine  fibroids  will  be  considered  in  a  subsequent 
chapter. 

Myomectomy. — In  some  cases  of  uterine  fibroid  it  is 
possible  to  remove  the  tumor  without  taking  away  the 
uterus.  This  operation  is  called  myomectomy.  From 
a  surgical  standpoint  it  is  the  ideal  plan  of  treatment,  as 
the  woman  is  cured  of  the  disease  without  suffering 
mutilation.  This  operation  is  applicable  to  cases  of 
single  subperitoneal  pedunculated  fibroids  and  to  single 
interstitial  fibroids.  In  the  former  case  the  pedicle  may 
be  ligated,  like  the  pedicle  of  an  ovarian  cyst,  by  inclu- 
sion in  two  or  more  ligatures,  and  the  tumor  cut  away. 
If  the  tumor  has  no  pedicle,  the  capsule  may  be  incised 
and  the  tumor  enucleated.  Care  should  be  taken  to  avoid 
opening  the  uterine  cavity.  The  bed  of  the  tumor  and 
the  capsule  may  be  closed  by  a  series  of  buried  sutures. 
The  operation  may  be  facilitated  by  delivering  the  uterus 
through  the  abdominal  incision  as  a  preliminary  step. 
Some  operators  place  a  temporary  rubber  ligature  about 
the  cen'ix  to  control  bleeding. 

The  operation  of  myomectomy  is  a  dangerous  one. 
Many  fatal  cases  of  post-operative  hemorrhage  have 
occurred.     Hysterectomy  is  a  much  safer  operation. 

The  cases  are  unusual  in  which  myomectomy  is  to  be 
;nmended.  It  is  applicable  only  when  the  fibroid 
i  is  single,  and  when  there  are  no  other  nodules  in 
the  body  of  the  uterus;  and,  as  a  rule,  subperitoneal  and 
interstitial  fibroids  are  multiple.  Even  though  the  sec- 
ondary nodules  may  be  small,  they  will  grow  after  the 
removal  of  the  chief  mass.  Hysterectomy  has  been  re- 
quired, at  a  second  operation,  in  a  woman  on  whom  myo- 
mectomy had  been  first  performed. 

The  operation  of  myomectomy  is  still  on  trial.  Its 
limitations  and  remote  results  have  not  yet  been  deter- 
mined. It  should  only  be  performed  by  the  experienced 
abdominal  surgeon. 

When  the  fibroid  tumor  is  complicated  by  pregnancy 
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it  may  be  necessary  to  perform  Cesarean  section,  followed 
by  hysterectomy.  This  is  not  justifiable,  however,  un- 
less the  fibroid  is  so  situated  that  the  passage  of  the  chiM 
by  the  natural  way  is  impossible.  The  fibroid  usually 
increases  more  rapidly  in  size  during  pregnancy,  but  may 
diminish  a  good  deal  with  the  involution  of  tht  uterus. 

Treatment  of  the  Fibroid  Polyp. — When  the  fibroid 
tumor  is  polypoid,  and  projects  into  the  uterine  cavity,  or 
tlie  cer\'ix,  or  beyond  the  external  os,  none  of  the  opera- 
tions that  have  just  been  described  are  required.  The 
tumor  should  then  be  attacked  by  way  of  the  vagina. 
If  the  fibroid  polyp  projects  from  the  external  os,  the 
pedicle  may  very  easily  be  divided  with  curved  scissors. 


wP^^r^^^^^^ 

) 

jpci 

-. 

_] 

■id  piilyi.  I 


If  the  tumor  is  still  within  the  cavity  of  the  uterus,  it 
will  be  necessary  to  dilate  the  cervix,  or  to  enlarge  the 
canal  by  lateral  incisions,  so  that  the  pedicle  may  be 
reached.  It  should  always  be  remembered  that  the  polyp 
may,  by  traction,  produce  partial  or  complete  inversion 
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of  the  uterus  (Fig.  133),  and  in  dividing  the  pedicle, 
therefore,  the  operator  should  cut  close  to  the  tumor, 
leaving,  if  necessary,  a  portion  of  the  surface  of  the 
tumor.  In  case  the  polyp  is  so  large  that  the  vagina  is 
filled  to  such  an  extent  that  the  pedicle  is  "not  accessible, 
it  is  advisable  to  remove  the  tumor  piecemeal,  grasping 
portions  with  a  tenaculum  and  cutting  away  with  scissors 
until  the  pedicle  is  reached.  The  fibroid  polyp  is  not 
vascular,  and  hemorrhage  is  not  alarming.  The  pedicle 
usually  contains  no  large  vessel.  It  retracts  after  the 
tumor  has  been  cut  away,  and  spontaneous  hemostasis  is 
secured.  It  was  formerly  the  custom  to  ligate  the  pedicle 
or  to  remove  the  polyp  with  the  ^craseur,  but  these 
methods  are  unnecessary.  If  any  hemorrhage  should 
follow  the  operation,  the  cavity  of  the  uterus  should  be 
packed  with  sterile  gauze. 


CHAPTER    XXI. 

HEMATOMETRA;    HYDROMETRA;   PVOMETRA. 

If  there  exists  in  the  genital  tract  any  obstruction  that 
prevents  the  escape  of  menstnial  blood,  the  uterus 
will  become  distended  and  the  condition  of  hematometra 
will  be  present.  If  the  retained  fluid  consists  chiefly  of 
the  mucous  secretion  of  the  utricnlar  glands,  the  condi- 
tion is  described  as  hydrometra;  or  if  suppuration  has 


taken  place,  so  that  the  utenis  becomes  distended  with 
pus,  the  condition  is  called  pyometra. 

The  uterine  walls  may  be  very  much  attenuated  by  the 
distention,  or  the  muscniar  coat  may  hypertrophy  as  the 
accumulation  progresses. 
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The  cause  of  these  conditions  may  be  congenital  or 
acquired  atresia  of  any  part  of  the  genital  tract.  The 
symptoms  usually  appear  after  puberty.  The  menstrual 
period  is  accompanied  by  intense  bearing-down  pain  in 
the  region  of  the  uterus.  There  is  no  appearance  of  men- 
strual blood.  A  round  tumor  may  be  felt  in  the  hypo- 
gastrium.  Examination  will  reveal  the  obstruction  in 
the  cervical  canal.  Sometimes  the  chief  accumulation 
and  distention  occur  in  the  cervix;  in  other  cases  the 
body  of  the  uterus  is  chiefly  affected. 

Distention  of  the  Fallopian  tubes,  with  the  formation 
of  hematosalpinx,  hydrosalpinx,  or  pyosalpinx,  often  ac- 
companies old  cases  of  hematometra. 

The  treatment  consists  in  relieving  the  obstruction 
and  in  maintaining  the  patulous  condition  of  the  genital 
tract.  If  the  cervix  is  the  seat  of  the  obstruction,  it 
should  be  punctured  with  a  trocar  and  thoroughly  dilated. 
It  may  be  necessary-  to  practise  repeated  dilatation  in 
order  to  keep  the  canal  open. 

The  accompanying  disease  of  the  Fallopian  tubes  may 
persist  after  drainage  of  the  uterus,  and  salpingo-oopho- 
rectomy  or  hysterectomy  may  be  ultimately  required. 
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and  was  replaced  by  a  mass  of  typical  miliary  tubercles. 
There  were  no  traces  of  glandular  tissue.  The  tubercles 
were  separated  from  each  other  by  a  very  extensive  small 
round-cell  infiltration  and  a  small  amount  of  remaining 
stroma  tissue.  To  the  naked  eye  the  endometrium  did 
not  appear  to  be  diseased. 

Tuberculosis  of  the  uterus  may  occur  at  any  period  of 
life.  It  is  most  often  found  between  the  twentieth  and 
fortieth  years. 

The  symptoms  of  tuberculosis  of  the  uterus  are  not 
at  all  characteristic.  In  the  early  stages  they  resemble 
those  of  non-tubercular  endometritis.  There  is  sometimes 
a  very  profuse  leucorrhea,  which  may  contain  the  charac- 
teristic cheesy  material.  The  body  of  the  uterus  may  be 
considerably  hypertrophied.  If  the  condition  follows 
tuberculosis  elsewhere,  or  if  any  form  of  genital  tuber- 
culosis exists  in  the  husband,  the  physician  would  be  led 
to  suspect  tuberculosis  of  the  uterus. 

The  diasfnosis  can  be  made  only  by  thorough  curet- 
ting of  the  uterine  cavity  and  the  microscopic  examina- 
tion of  the  tissue  removed.  The  tubercle  bacillus  has 
not  often  been  found,  but  the  other  microscopic  appear- 
ances are  frequently  characteristic.  In  the  case  from 
which  the  section  shown  in  Fig.  136  was  taken  the  diag- 
nosis of  tuberculosis  of  the  endometrium  was  made  by 
such  curetting  and  examination. 

The  treatment  of  tuberculosis  of  the  uterus  is  hyste- 
rectomy. The  operation  is  indicated  in  every  case  except 
those  in  which  there  is  present  in  some  other  part  of  the 
bodv  an  incurable  tubercular  lesion. 


CHAPTER    XXIII. 
INVERSION  OF  THE  UTERUS. 

In  inversion  of  the  uterus  tins  organ  is  turned  partly"" 
or  completely  inside  out.     The  condition  usually  results 
from  childbirth  or  from  the  growth  of  an  interstitial  or 
polypoid  tumor. 

There  seem  to  be  two  factors  that  result  in  the  pro- 
duction of  inversion:  a  degeneration  or  atrophy  of  part 
of  the  uterine  wall,  and  traction,  as  from  the  drag  of  a 
Uterine  polyp  or  of  the  umbilical  cord.  These  causes 
may  act  together  or  independently. 

If  a  portion  of  the  uterine  wall  has  lost  its  strength  or 
tonicity,  it  may  be  depressed  toward  the  uterine  cavity. 
The  depression  is  increased  by  the  traction  of  a  tumor  or 
of  the  umbilical  cord.  The  inversion  having  been  started 
in  this  way,  may  be  rapidly  increased  by  uterine  contrac- 
tions. Emmet  says  that  inversion  usually  takes  place 
between  the  birth  of  the  child  and  the  delivery  of  the 
placenta.  A  consideration  of  the  subject  of  acute  inver- 
sion following  labor  belongs  to  obstetrics.  It  is  very 
important  that  reduction  should  be  accomplished  im- 
mediately. The  delay  of  a  few  hours  greatly  increases 
the  difficulty  of  replacement.  Emmet  says:  "  The  uterus 
is  generally  well  contracted  in  twelve  hours,  and  with 
many  cases  it  would  be  then  quite  as  difficult  to  effect  a 
reduction  as  if  a  year  had  elapsed." 

If  the  placenta  is  still  attached  to  the  inverted  uterus, 
it  should  be  removed  before  reduction  is  attempted.  In- 
version of  the  uterus  when  seen  by  the  gynecologist  is 
usually  of  the  chronic  form.  It  has  existed  for  a  few 
weeks  or  for  several  years. 

Various  degrees  of  inversion  are  met  with.     Rarely 
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inversion  of  one  horn  of  the  uterus  is  seen.  In  tlie  case 
of  fibroid  polyp  there  may  be  a  slight  depression  of  part 
of  the  uterine  wall,  resulting  from  local  atrophy  and 
traction.  In  other  cases  inversion  of  the  fundus  as  far  as 
the  internal  os  exists.  The  most  usual  condition  is  one 
of  complete  inversion,  in  which  the  body  of  the  uterus 
protrudes  from  the  external  os  into  the  vagina  (Fig.  137). 


The  cervix  may  or  may  not  be  inverted.     Sometimes  the 
inversion  is  complicated  by  vaginal  prolapse — or,  rather, 
by  inversion   of  the  vagina^ — ^so  lliat  the  whole  genital 
tract  becomes  turned  inside  out  and  protrudes  from  the 
vulva.     The   exposed   endometrium   becomes   congested 
and  bleeds  easily.     Ulceration  or  gangrene  may  result 
If  the  inversion  is  extensive,  the  Fallopian  tubes  and 
the  ovaries  are  drawn  in  the  cup  formed  on  the  upper  as- 
pect of  the  uterus.     Intestines  or  omentum  may  also  He   , 
in  this  cup.      In  cases  of  long  standing  the  rim  of  theJ 
cup  formed  by  the  muscular  cervix  becomes  very  mucbl 
contracted,  and  adhesions  may  take  place  between    the  \ 
peritoneal   surfaces.       These    complications   offer   great,  [ 
sometimes  insunnonutable,  difficulty  to  reduction  in  old  J 


INVEHS/OiV  OF  THE  UTERUS.  259 

Inversion  of  the  uterus  is  uot  a  common  disease.  It  is 
very  rarely  seen  at  the  present  da\'. 

By  far  the  most  frequent  fonu  is  that  which  follows 
labor;  it  is  much  less  often  caused  by  fibroid  polyp.  It 
seems  especially  likely  to  occur  in  sarcoma  of  the  utenis. 


^r^'-^^t^i,i.<^^^ 


The  symptoms  of  chronic  inversion  are  hemorrhage, 
discharge,  backache,  bearing-down  pains  in  the  pelvis, 
vesical  disturbance,  very  pronounced  anemia,  and  gen- 
eral physical  weakness,  Meustrnalion  is  ver>'  much  in- 
creased in  amount,  and  intermenstrual  bleeding  may 
r  after  standing  or  on  any  physical  effort, 

Inversion  of  the  ntenis  very  rarely  exists  without 
ing  serions  symptoms.  The  majority  of  unrelieved 
end  fatally   from  anemia,   septicemia,  or  peritonitis. 
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tion.  In  its  place  may  be  felt  the  cup-sliaped  portion  of 
the  inverted  uterus. 

If  the  woman  be  fat,  the  rim  of  the  cup  may  be  felt 
by  palpation  through  the  rectum,  the  uterus  being  drawn 
down,  if  necessary,  by  a  tape  passed  arouud  the  upper 
portion  of  the  tumor. 

The  sound  passed  around  the  neck  of  the  tiimor  will 
show  the  diminished  depth  of  the  uterine  cavity  and  the 
symmetrical  reflection  of  the  cervix  on  to  the  neck  of  the 
tumor. 

If  the  inversion  be  partial,  the  fundus  lying  still  above 
the  internal  os,  the  difficulty  of  diagnosis  becomes  much 
greater.  Examination  nnder  anesthesia  may  be  necessary, 
when  the  cup-shaped  depression  on  the  top  of  the  uterus 
may  be  detected,  and  dilatation  of  the  cervix  will  enable 
the  examiner  to  palpate  the  Jntra-uterine  tumor. 

The  differential  diagnosis  between  inversion  and  ute- 
rine polyp  is  made  by  determining,  in  the  latter  condition, 
that  the  body  of  the  uterus  lies  in  its  normal  relationship 
to  the  cervix,  and  that  Die  upper  surface  is  not  cupped. 

The  sound  usually  passes  to  unequal  distances  around 
the  neck  of  a  fibroid  polyp,  unless  it  be  situated  symutet- 
rically  in  the  centre  of  the  fundus.  The  depth  of  the 
uterus  in  the  case  of  uterine  polyp  is  usually  greater  than 
two  and  a  half  inches,  as  a  result  of  the  hypertrophy  that 
accompanies  polypi. 

It  is  said  that  if  the  .sound  passes  to  a  less  depth  than 
two  and  a  half  inches  in  the  case  of  uterine  polyp,  ac- 
companying partial  inversion  of  the  uterus  should  be 
suspected. 

Treatment. — As  I  have  already  said,  an  inverted  ute- 
rus should  be  reduced  immediately  after  the  accident 
occurs.  If  this  is  not  done,  the  difficulties  of  reduction 
become  very  great.  Until  about  forty  j'ears  ago,  reduc- 
tion in  chronic  cases  was  considered  to  be  impossible.  .A. 
considerable  variety^  of  methods  of  reduction  have  been 
recommended.  Some  operators  advocate  rednction  by 
the  hands  alone;   others  advise  the  assistance  of  instru- 
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meiits;  and  others,  again,  the  employment  of  continuous 
elastic  pressure. 

The  woman  should  be  kept  in  bed  for  a  few  days  before 
the  operation.  Saline  laxatives  should  be  administered. 
The  parts  should  be  prepared  by  vaginal  injections  of  hot 
water  in  large  quantity,  administered  three  times  a  day. 
A  large  Barnes  bag  should  be  placed  in  the  vagina  for 
two  or  three  days  before  the  operation,  iu  order  to  distend 
the  genital  tract  sufficiently  to  admit  the  hand.  In  some 
cases  the  pres,snre  of  such  a  bag,  applied  for  from  one  to 
eleven  days,  has  itself  effected  reduction.  At  the  time 
of  o[>eratiou  an  auesthetic  should  be  administered  and 
the  woman  should  be  placed  in  the  lithotomy  position. 
The  bladder  should  be  emptied. 

The  baud  should  be  greased  before  introduction  into 
the  vagina.  Emmet  describes  the  method  of  reduction 
as  follows:  "  My  hand  was  passed  into  the  vagina,  and, 
with  the  fingers  and  thumb  encircling  the  portion  of  the 
body  close  to  the  seat  of  inversion,  the  fundus  was 
allowed  to  rest  in  the  palm  of  the  hand.  This  portion 
of  the  body  was  firmly  grasped,  pushed  upward,  and  the 
fingers  were  then  immediately  separated  to  their  utmost; 
at  the  same  time  the  other  hand  was  employed  over  the 
abdomen  iu  the  attempt  to  roll  out  the  parts  forming  the 
ring,   by  sliding  the  abdominal  parictes  over  its  edge. 


Fig.  139. — Willie's  repoj 


This  manccuver  was  repeated  and  continued.  At  length, 
as  the  diameter  of  the  nterine  cervix  and  os  was  increased 
by  lateral  dilatation  with  the  outspread  fingers,  tlie  long 
diameter  of  the  body  of  the  uterus  became  shortened, 
and    the    degree    of    inversion    proportionally    lessened. 


I 
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After  the  body  had  advanced  well  within  the  cervix, 
steady  upward  pressure  upon  the  fundus  was  applied  by 
the  tips  of  all  the  fingers  brought  together." 

The  reduction  may  be  aided  by  the  use  of  White's 
repositor  (Fig.  139)-  This  instrument  consists  of  an 
india-rubber  cup  set  on  a  curved  iron  staff  which  has  at 
its  other  end  a  stout  spiral  spring.  The  cup  is  placed 
gainst  the  inverted  fundus,  and  the  spring  against  the 
body  of  the  operator,  who  is  thus  enabled  to  maintain 
continuous  pressure  during  the  manipulations  of  his 
fingers. 

Reduction  of  chronic  inversion  by  manual  methods  is 
a  long  and  exhausting  process,  requiring  sometimes  three 
or  four  hours  for  its  ac- 
complishment. It  is  ad- 
visable to  have  several  as- 
sistants for  mutual  relief. 
It  may  be  necessary  to  de- 
sist, aud  to  repeat  the  ope- 
ration when  the  condition 
of  the  patient  permits  it. 
In  case  the  reduction  can 
be  but  partially  accom- 
plished, or  when,  from 
any  cause,  the  attempt  at 
reduction  has  to  he  tem- 
porarily abandoned,  the 
result  of  the  work  done  may  be  preserved  by  a  method 
of  Emmet's  of  freshening  the  edges  of  the  cervix  aud 
bringing  them  into  apposition  by  suttire  (Fig.  140). 
This  procedure  not  only  prevents  the  complete  inversion 
from  returning,  but  the  traction  produced  by  stretching 
the  cervix  over  the  fundus  itself  favors  reduction. 

Reduction  by  Continuous  Elastic  Pressure. — This 
method  is  employed  after  the  manual  method  has  failed, 
or  it  may  be  used  primarily.  As  has  been  said,  the 
gradual  pressure  of  a  Barnes  bag  has  in  several  instances 
accomplished  reduction. 


iDg  paniitlly  r 
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The  most  efficient  instrument  for  maintaining  continu- 
ous pressure  consists  of  a  wooden  cup  set  on  a  stem  that 
extends  out  of  the  vagina.  Pressure  is  made  by  firm 
elastic  bands  attached  to  the  stem ;  these  bands  pass,  two 
in  front  and  two  behind,  to  a  broad  abdominal  bandage. 
The  elastic  pressure  is  maintained  for  from  one  to  three 
weeks. 

The  parts  must  be  carefully  watched  for  sloughing. 
The  rim  of  the  cup  of  the  repositor  should  be  covered 
with  lint  saturated  with  carbolized  oil.  The  instrument 
should  be  removed  and  reapplied  every  day. 

The  direction  of  pressure  may  be  regulated  by  the 
tension  of  the  elastic  bands. 

If  inversion  accompany  a  uterine  polyp,  the  tumor 
should  be  removed;  and  if  the  inversion  is  not  spontane- 
ously corrected,  it  must  be  reduced. 

If,  after  careful  trial  of  conservative  methods,  reduc- 
tion of  an  inverted  uterus  is  found  to  be  impossible,  the 
physician  may  be  compelled  to  perform  hysterectomy. 


CHAPTER    XXIV. 
DISEASES  OF  THE  FALLOPIAN  TUBES. 

The  review  of  a  few  facts  about  the  anatomy  of  the 
Fallopian  tubes  will  assist  in  the  study  of  the  diseases 
that  affect  these  structures. 

The  average  length  of  the  normal  Fallopiati  tube  is  4 
inches  {10  centimeters).  The  tubes  are  often  of  unequal 
length,  the  difference  sometimes  being  equal  to  i  centi- 
meter. The  length  of  the  Fallopian  tube  is  subject  to 
considerable  variation,  and  in  some  forms  of  ovarian  dis- 
ease the  length  of  the  tube  may  be  very  uiuch  increased. 

The  uterine  end  of  the  tube  varies  in  thickness  from 
2  to  4  millimeters.  The  outer  end  varies  from  7  to  10 
millimeters  in  thickness. 

The  narrow  uterine  end  of  the  tube  is  called  the  isth- 
mus. The  outer  end,  of  trumpet-shape,  is  called  the 
ampulla.  The  canal  of  the  tube  is  small.  At  the  uterine 
end,  or  ostium  internum,  it  will  barely  admit  a  bristle. 
Beyond  the  middle  of  the  tube  the  canal  gradually  widens 
to  the  outer  opening — the  ostium  abdouiinale. 

The  ostium  abdomiuale  is  .surrounded  by  peculiar 
luxuriant  folds  of  mucous  membrane  called  fimbriae. 
The  fimbriie  are  formed  by  the  outward  bulging  of  the 
exuberant  uiucous  membrane. 

The  Fallopian  tube  consists  of  three  coats,  the  peri- 
toneal, the  muscular,  and  the  mucous. 

The  peritoneal  coat,  which  invests  the  tube  for  two- 
thirds  of  its  circumference,  is  formed  by  the  free  bordei 
of  the  broad  ligament,  between  the  folds  of  which  the 
Fallopian  tube  lies.  I.oose  connective  tissue  attaches  the 
peritoneal  to  the  middle  or  muscular  coat. 
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The  muscular  coat  consists  of  unstriped  muscular  fiber 
which  is  continuous  with  that  of  the  utenis.  The  mus- 
cular fibers  are  arranged  in  two  layers,  an  outer  longitu- 
dinal and  an  inner  circular  layer. 

The  inner  or  raucous  coat,  which  is  continuous  with 
the  raucous  raenibrane  of  the  uterus,  is  covered  with 
columnar  ciliated  epithelium. 


\ 


Fig.  141,— Seclionof  ill 


MUryea). 


In  the  outer  portion  of  the  tube  the  mucous  membrane 
is  thrown  into  longitudinal  folds  or  plicas.  These  folds 
increase  in  thickness  and  in  nuraber  as  the  ostium  ab- 
doininale  is  approached.  The  difference  in  the  degree 
of  plication  at  the  two  ends  of  the  tube  is  shown  by 
Figs.  141,  142.  The  folds  of  nmcoiis  membrane  project 
beyond  the  ostium  to  form  the  fimbria.  Like  the  rest 
of  the  mncons  membrane,  the  fimbriae  are  covered  by 
columnar  ciliated  epithelium. 

The  peritoneal  covering  does  not,  as  a  rule,  extend  on 
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to  the  fimbria.  It  termiuates  by  a  sharp  !ine  which 
marks  also  the  termination  of  the  circular  muscular  fibers 
of  the  middle  coat  of  the  tube.  The  fimbriae  are  subject 
to  great  variation  in  number  and  in  distribution.     Sonie- 


FlG.  142, — Seclioii  of  t 


times  the  Fallopian  tube  has  one  or  two  accessory  ostia 
in  the  vicinity  of  the  nsnal  opening.  These  accessory  ostia 
are  situated  on  the  upper  aspect  of  the  tube  and  are  s 
rounded  by  more  or  less  luxuriant  fimbriie.  Occasionally 
a  small  pedunculated  tuft  of  fimbrite  is  found  on  the 
crater  portion  of  the  tube  (Fig.  143,  B).     In  some  c 
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¥lG.  143.— Kallcpian  (ube  null  ovaiy  : 

B.  pcduDCulalcd  luft  of  fmibriie. 

there  is  an  accessory  tubal  end  supplied  with  au  ostium 
(Fig.  143,  A). 


Fir..  144.— Fallopian  lube,  ovaiv.   an.i  parcviinum  ,■  ,1.  Iiyiiatkl  o(  Morgagni; 
b,  cyst  of  Kobell's  lulw;  c,  (ilrtncrs  duct. 

Very  often  a  small  pedunculated  cyst,  about  the  size 
of  a  pea,  is  found  attached  to  the  finibnte  or  to  the  outer 
aspect  of  the  tube. 
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These  cysts  are  called  hydatids,  or  cysts  of  Morgag^ii, 
They  are  said  to  occur  in  about  8  per  cent,  of  adults  and 
in  20  per  cent,  of  fetuses.    Tliey  are  not  pathological. 

The  cyst  wall  is  composed  of  three  coats:  an  external 
peritoneal  coat;  a  middle  muscular  coat,  arranged  in  two 
layers;  and  an  inner  mucous  coat  covered  with  columnar 
ciliated  epithelium.  The  cyst  contains  a  clear  water}- 
fluid. 

No  distinct  glands,  such  as  are  found  in  the  cervix  and 
the  body  of  the  uterus,  have  beeu  observed  in  the  Fallo- 
pian tubes.  The  mucous  crypts  formed  by  the  folds  of 
the  raucous  membrane  are  probably  glandular  in  character 
and  secrete  an  albuminous  fluid. 


Inflauimation  is  the  disease  that  most  usually  affects 
the  Fallopian  tubes.  The  condition  is,  as  a  rule,  second- 
ary to  endometritis,  the  mucous  membrane  of  the  tubes 
becoming  inflamed  by  direct  extension  from  the  mucous 
membrane  of  the  uterus. 

The  causes  of  salpingitis  are  as  numerous  as  those  of 
endometritis.  The  most  common  causes  of  salpingitis  are 
sepsis  and  gonorrhea. 

Any  form  of  inflammation  of  the  endometrium  may 
extend  to  the  Fallopian  tubes,  but  the  septic  and  the 
gonorrheal  forms  of  endometritis  are  especially  virulent, 
and  it  is  the  rule  in  the.se  diseases  that  the  tubes  are 
affected. 

The  various  forms  "f  glandular  and  interstitial  endo- 
metritis that  have  already  been  described,  and  which  are 
due  to  subinvolution,  laceration  of  tlie  cervix,  uterine 
displacements,  fibroid  tumors,  etc.,  may  exist  for  a  long 
time  without  producing  any  perceptible  disease  of  the 
tubes.  In  sepsis  and  gonorrhea,  however,  the  tubes  be- 
come very  quickly  affected  after  the  uterine  cavity  has 
been  invaded,  and  for  this  reason  these  forms  of  endome- 
tritis excite  the  greatest  apprehension. 
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Like  inflammation  of  other  structures  •salpingitis  may 
be  either  acnte  or  chronic 

Acute  Salpingitis       T     tl       ii  i  i^i.';  oi  acnte  sal- 

pingitis the  <iisi.  i  I         iitous  nitinbrane 


t   the  middle  of  the  lube 


(Beyw). 


of  the  tube.  It  very  quickly  extends  thence,  however, 
to  the  muscular  and  peritoneal  coats,  which  become  infil- 
trated with  embryonic  cells  characteristic  of  the  early 
stages  of  inflammation  (Fig.  145). 

If  the  tube  is  laid  open,  the  mucous  membrane  is  found 
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covered  with  a  muco-ptiruleiit  secretion.  The  whole 
tube  is  soft,  succulent,  and  friable.  The  friability  is 
such  that  the  tube  may  readily  be  niptured  by  bending. 
The  fimbriBE  are  swollen  and  congested.  A  drop  of  pns 
is  often  seen  exuding  from  the  ostium  abdominale. 

In  acute  salpingitis  the  tube  may  become  very  quickly 
(in  a  week  or  ten  days)  enlarged  to  the  size  of  tlie  index 
finger  or  the  thumb. 

The  condition  that  has  l)een  described  is  that  found  iu 
the  severe  cases  of  acute  salpingitis,  the  result  of  gonor- 
rliea  or  of  sepsis  after  labor.  Opportunity  is  afforded  to 
examine  such  cases  when  the  woman  has  been  subjected 
to  celiotomy,  or  at  the  post-mortem  when  the  woman  has 
died  of  acute  peritonitis  or  sepsis. 

It  is  probable  that  a  good  many  cases  of  acnte  salpin- 
gitis undergo  resolution,  and  that  the  tube  is  restored  to 
its  normal  condition. 

It  is  also  probable  that  milder  forms  of  acute  salpin- 
gitis occnr — cases  in  which  the  disease  is  limited  to  the 
mucous  membrane  and  is  merely  catarrhal  in  character, 
there  being  no  pns,  but  a  hypersecretion  of  mucus  from 
the  tube-lining.  Such  cases,  however,  recover  or  pass 
into  a  chronic  form  of  simple  catarrhal  salpingitis  ;  and 
the  diagnosis  made  by  a  study  of  the  subjective  and  ob- 
jective symptoms  cannot  be  confirmed  by  operation  or 
autopsy. 

Resolution  with  perfect  restoration  of  the  Fallopian  tube 
to  its  normal  condition  is,  of  course,  always  to  be  hoped 
for.  In  some  cases  a  few  fine  peritoneal  adhesions  be- 
tween the  tube  and  neighboring  structures — sncli  as  the 
ovary,  the  uterus,  the  anterior  or  the  posterior  surfaces 
of  the  broad  ligament,  or  a  loop  of  intestine — may  result 
before  resolution  takes  place,  and  persist  after  all  other 
traces  of  inflammation  have  disappeared.  In  other  cases 
cure  may  result,  after  a  greater  or  less  degree  of  perma- 
nent damage  has  been  done  to  the  abdominal  ostium  of 
the  tube,  by  the  shrinking  and  distortion  or  crumpling  of 
the  finibriic.     Such   indications  of  an  old,  cured  attack 
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of  salpingitis  are  not  infrequently  seen  during  celiotomy 
for  other  conditions. 

When  resohition  and  cure  do  not  occur,  a  speedy  fatal 
result  may  take  place  by  direct  extension  of  the  infection 
from  the  tube  to  the  general  peritoneum,  with  the  pro- 
duction of  general  jieritonitis.  Between  this  extreme 
and  the  mild  forms  of  very  localized  peritonitis,  marked 
by  a  few  hannless  adhesions,  all  degrees  may  exist. 
Sometimes  a  local  accumulation  of  pus  occurs  in  the 
pelvis,  walled  off  from  the  general  peritoneum  by  rapidly 
formed  adhesions.  In  other  cases  a  tubal  abscess  is 
quickly  formed  by  inflammatory  closure  of  the  abdom- 
inal ostium  and  distention  of  the  tube  with  pus;  or  the 
cellular  tissue  of  the  broad  ligament  may  become  in- 
fected, and  the  abscess  may  originate  there.  And, 
finally,  if  the  woman  escape  these  dangers,  one  or  other 
of  the  various  forms  of  chronic  salpingitis  may  result, 
and  render  her  a  lifelong  invalid. 

Chronic  SalpingitiB. — Salpingitis  is  usually  seen  in 
the  chronic  form,  An  acute  primary  salpingitis  must 
not  be  confounded  with  an  acute  attack  of  inflammation 
or  with  an  acute  exacerbation  in  an  old  chronic  case.  It 
is  rare  that  acute  gonorrheal  salpingitis  is  seen.  The 
disease  is  usually  subacute  or  chronic  from  the  begin- 
ning, as  are  many  of  the  other  manifestations  of  gonor- 
rhea in  woman,  like  gonorrheal  cervicitis  and  endometri- 
tis. The  mo,st  frequent  form  of  acute  salpingitis  met  with 
is  the  septic  variety,  which  occurs  as  a  result  of  septic 
infection  after  a  criminal  abortion,  a  miscarriage,  or  a 
labor.  It  is  usually  complicated  by  severe  septic  endo- 
metritis, peritonitis,  or  general  sepsis. 

The  lesions  found  in  chronic  salpingitis  are  numerous. 
The  simplest  form  of  the  disea,se  is  the  chronic  catarrhal 
salpingitisy  in  which  the  pathological  changes  are  con- 
fined to  the  mucous  membrane  of  the  tube.  The  mus- 
cular and  peritoneal  coats  are  not  affected.  The  ostium 
abdominale  remains  open  and  is  of  the  normal  shape. 
The   mucous   membrane    is    congested.      The   folds    of 
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mucous  membrane,  or  the  plic^,  are  liypertrophied  from 
gradual  infiltratiou  of  inflammatory  products.  The  tube 
may  become  somewhat  enlarged  and  more  tortuotts  than 
normal.  If  the  inflauimatory  condition  extends  to  the 
middle  or  muscular  coat  of  the  tube,  the  itilerstitial 
fonn  of  salpingitis  is  produced.  The  wall  of  the  tube 
becomes  thicker  and  harder.  The  microscope  shows  an 
increased  amount  of  connective  tissue  in  the  tube-wall. 

As  chronic  salpingitis  progresses  the  cilite  of  the  lining 
cells  disappear. 

If  the  disease  extends  through  the  peritoneal  coat,  in- 
flammatory' adhesions  take  place  between  the  tube  and 
neighboring  structures.  The  tube  is  often  found  adherent 
to  the  posterior  aspect  of  the  uterus,  the  broad  ligament, 
or  the  ovary. 

The  most  nsual  seat  of  adhesions  is  about  the  abdominal 
ostium.  Adhesious  here  are  caused  by  leakage  or  escape 
of  septic  material  into  the  peritoneal  cavity.  The  leak- 
age is  slow,  and  the  gradually  formed  adhesions  in  time 
close  the  ostium  by  gluing  it  to  adjacent  structures,  so 
that  further  escape  of  tubal  contents  by  this  opening  is 
stopped. 

If,  in  such  a  case,  the  tube  is  freed  from  its  adhesions, 
the  firabriie  will  be  found  in  the  normal  position  with  the 
ostium  abdominale  open. 

The  usual  method  of  closure  of  the  distal  end  of  the 
Fallopian  tube  i.s  by  another  process.  It  takes  place  as 
follows:  When  the  inflammation  reaches  the  muscular 
coat  of  the  tube,  this  coat  becomes  lengthened  and  ex- 
tends beyond  the  fiuibrire,  which  apparently  retract  and 
become  invaginated  in  the  tube.  The  opening  of  the 
tube,  instead  of  being  flaring  with  protruding,  diverg- 
ing fimbrire,  becomes  rounded  and  narrow  (Fig.  146). 
The  fimbriiE  become  drawn  farther  into  the  tube  until 
they  appear  lo  be  directed  inward  instead  of  outward. 
The  ostium  Ijecomes  narrower,  and  more  rouuded, 
until  the  edges  finally  meet  and  unite  by  peritoneal 
adhesions. 


274      A   TEXT-BOOK  OF  DISEASES  OF  WOMEN. 

Tubes  representing  all  stages  of  this  process  of  closure 
are  often  found  in  operating  for  inflatnniatorj-  disease. 

Closure  of  the  abdouiinal  ostium  by  any  method  is  to 
be  viewed  as  a  conservative  process.  It  prevents  leakage, 
through  this  channel,  of  septic  material,  and  consequently 
diminishes  the  danger  of  peritonitis. 

When  the  abdominal  ostium  has  become  closed,  the 
tnbal  contents  and  secretions  may  have  a  snfHcient 
passage  for  escape  b>'  the  isthmus  into  the  uterus,  and 
no  further  changes  take  place  beyond  slow  infiltration 


Fin.  146. — Saljiiii|:iti.'<  with  |i3rll 


and  degeneration  of  the  tul)e-\valls.  The  tube  ni.iy  be- 
come much  hypertrophied,  not  from  disti^nlion  of  the 
lumen,  but  as  the  result  of  simple  iuflnnimntory  infiltra- 
tion of  the  mucous  and  muscular  coats,  and  may  attain 
the  size  of  the  thumb.  The  walls  may  tx'raiue  much 
degenerated,  soft,  and  friable,  so  that  the  tube  may  easily 
be  cnt  throngh  by  a  ligature  or  may  be  broken  bv  bending. 
The  whole  tube  may  become  uiuch  elongated  and  very 
tortuous,  reaching  a  length  of  six  or  eight  inches.  The 
isthmus  of  the  tube,  or  the  portion  in  immediate  relation 
to  the  uterus,  is  usnally  lea.st  affected.  The  whole  tube 
may  become  much  hypertrophied,  and  yet  the  isthmus 
win  remain  approximately  of  its  normal  size.     In  other 
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cases,  however,  the  disease  extends  throughout  the  whole 
length  of  the  tube  into  the  uterine  horn,  and  the  degen- 
eration of  the  tube  may  be  such  that  it  may  readily  be 
broken  off  at  its  junction  with  the  uterus. 

If,  after  the  ostium  abdomiiiale  has  been  closed,  any- 
thing occurs  to  obstruct  the  escape  of  the  tubal  contents 
into  the  uterus,  cystic  distention  of  the  tube  will  take 
place.  Such  obstruction  may  be  produced  by  swelling 
of  the  mucous  membrane  in  the  narrow  isthmus;  by  cica- 
tricial contraction;  or  by  a  sharp  flexure  in  any  part  of 
■the  tortuous  tube.  Sometimes  there  are  two  or  more 
distended  portions  of  the  same  tube. 

When  the  tube  is  distended  with  pus,  the  condition  is 
called  a  pyomlpiux;  wlien  distended  with  a  watery  fluid, 
a  hydrosalpinx;  and  when  distended  with  blood,  a  he- 
matoialpinx. 

Tubal  cysts  of  this  kind  may  attain  large  size,  in  some 
cases  equal  to  that  of  the  fetal  head. 

The  shape  of  the  tube  becomes  much  altered.  The 
greatest  distention  is  at  the  distal  portion,  so  that  the 
tube  assumes  a  pear-shape.  The  lower  portion  of  the 
tube  is  restrained  by  the  mesosalpinx  and  the  tubo-ova- 
rian  ligament,  so  that  as  the  tube  increases  in  length  the 
upper  portion  appears  to  outgrow  the  lower,  and  a  retort- 
shaped  lunior  results,  or  the  tube  may  become  tortuous 
and  folded  upon   itself 

As  the  tube  enlarges  the  layers  of  the  mesasalpiox 
may  become  separated,  and  the  tube  burrows  between 
them  until  it  is  brought  into  immediate  contact  with  the 
ovary,  and  the  retort-shaped  tumor  appears  with  the  ovary 
lying  in  the  concave  portion. 

In  some  cases  the  ovary  and  the  tube  become  adherent 
by  peritoneal  adhesions,  and  the  mesosalpinx,  which  is 
wrinkled  and  folded  between  them,  may  be  restored  by 
separation  of  the  adhe.iions. 

In  othei*  cases  the  mesosalpinx  itself  becomes  much 
thickened  by  inflammator)'  infiltration,  and  keeps  the 
tube  and  ovary  separated. 


I  thickened 

K  tube  and  < 
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In  chronic  salpingitis  the  inflammatory  process  usu- 
ally in  time  extends  to  the  ovary,  and  some  of  the  forms 
of  chronic  ovaritis  are  produced. 

The  capsule  of  the  ovary  becomes  thickened,  and  rup- 
ture of  the  ripe  ovarian  follicles  is  prevented.  Small 
cysts  throughout  the  ovary  are  formed  in  this  way.  Two  j 
or  more  cysts  may  become  converted  into  one  cavity  by  I 
absorption  of  the  intervening  walls,  so  that  cystic  spaces] 
of  larger  size,  equal  to  that  of  a  duck-egg,  may  result.  [ 
Such  cysts  may  become  infected  by  pyogenic  organisms  I 
from  the  tube,  and  an  ovarian  abscess  is  produced. 

Tubo-ovarian  Abscess. — If   the   tube   is  brought  into  J 
immediate  contact  with  the  ovary,  either  by  agglutina- 


Fio.  147,— Tubo-ovarian  aljEcesE. 


tion  of  the  fimbriated  end  to  the  surface  of  the  ovary,  or 
by  adhesion  of  the  side  of  the  tnbe  to  the  ovary,  or  by 
burrowing  between  the  layers  of  the  broad  ligament,  the 
tissue  intervening  between  the  cavity  of  the  tnbe  and 
the  cyst  of  the  ovary  may  be  absorbed  or  perforated,  and 
the  two  cavities  will  be  thrown  into  one,  forming  a 
tubo-ovarian  absce.'is  or  a  tubo-ovarian  cyst  (Fig.  147). 
The  opening  between  the  tubal  and  ovarian  portions  of 
the  cyst  does  not  usually  correspond  to  the  abdominal 
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ostium  of  the  tube,  but  may  be  an  adventitious  opening 
in  the  side  of  the  tube  (Fig.  147). 

Pyosalpinx. — When  the  FaUopian  tube  is  distended 
with  pus  or  with  other  fluid,  its  walls  gradually  become 
thinned.  In  this  respect  the  Fallopian  tube  differs  from 
the  body  of  the  uterus,  in  which  a  hypertrophy  of  the 
muscular  coat  usually  takes  place,  under  the  influence  of 
distention  from  the  presence  of  retained  fluid  within  it. 

This  gradual  thinning  of  the  tube-wall  predisposes  to 
rupture  or  leakage  and  the  escape  of  the  contents  into 
the  abdominal  cavity.  A  pyosalpinx  often  becomes  ad- 
herent to  tlie  rectum,  the  small  intestine,  or  the  bladder. 
The  wall  of  the  intestine  or  the  bladder  becomes  perfor- 
ated, and  the  pus  is  discharged  in  this  way.  It  seems 
probable  that  in  some  unusual  cases  the  obstruction  in 
the  lumen  of  the  tube  is  temporarily  overcome,  and  that 
evacuation  takes  place  through  the  uterus,  followed  by 
refilling  of  the  tube.  This,  however,  is  a  very  unusual 
occurrence,  and  is  not  frequent,  as  is  assumed  by  some 
writers.  The  evidence  of  such  discharge  is  based  only  on 
clinical  observation.  There  is  no  good  pathological  evi- 
dence of  such  an  occurrence.  It  is  probable  that  in  most 
.  of  the  reported  cases  the  purulent  or  waterj'  discharge 
which  escaped  iu  a  sudden  gush  was  derived  from,  and 
had  been  retained  in,  the  body  of  the  uterus. 

The  pus  of  pyosalpinx  varies  greatly  in  character.  In 
the  early  stages  of  the  disease  it  is  actively  septic  and 
contains  a  variety  of  micro-organisms. 

These  organisms  are  the  gonococcus,  streptococcus, 
staphylococcus,  the  bacillus  coli  communis,  the  tubercle 
baciUns,  and  the  pneuutococcus. 

In  the  later  stages,  however,  these  organisms  become 
inert,  die,  and  disappear,  so  that  in  the  majority  of  cases 
,  of  chronic  pyosalpinx  the  pus  is  found  to  be  bacterio- 
[  logically  sterile.  Observation  on  this  subject  made 
J  by  a  number  of  investigators  shows  that  out  of  133 
[  cases  of  acute  and  chronic  suppuration  of  the  uterine  ap- 
l  pendages  in  which   the  pus  was  examined  bacteriologi- 
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cally,  no  organisms  whatever  were  found  in  82  cases;  in 
other  words,  the  pus  was  sterile  in  about  61  per  cent,  of 
the  cases.  The  pyosalpinx  in  time,  therefore,  becomes 
inert  so  far  as  any  active  inflammatory  action  is  concerned, 
and  resembles  a  chronic  abscess  in  other  parts  of  the  body. 
Active  inflainmator>-  action  may,  however,  be  excited  at 
any  time,  as  in  other  chronic  abscess,  by  a  new  infection, 
septic  organisms  entering  the  abscess  by  way  of  the  ute- 
rine cavity,  an  adherent  loop  of  intestine,  or  the  bladder. 
The  woman  will  then  have  an  attack  of  acnte  septic  in- 
flammation in  the  old  pyosalpinx,  and  will  be  exposed  to 


Fig.  148, — HyiJrosalpJi 


the  various  dangers  that  were  imminent  during  thu  pri- 
mary acute  stages  of  the  disease. 

It  seems  probable  that  if  the  woman  survive  the  dan- 
gers to  which  she  is  exposed  from  a  pyosalpinx,  the 
tnmor  may  in  time  become  converted  into  a  hydrosal- 
pinx. The  solid  constituents  of  the  fluid  become  ab- 
sorbed or  deposited  upon  the  cyst-walls,  and  a  clear 
watery  fluid  remains.  In  hydrosalpinx  the  recesses  of 
the  tube  are  often  found  to  contain  cheesy  material  and 
cholesterin — remnants  of  the  old  purulent  accumulation. 
The  tiibo-ovarian  cyst  is  formed  in  this  way  from  a  former 
tubo-ovarian  abscess. 

Hydrosalpinx. — The  fluid   in  a  hydrosalpinx  may  be 
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colorless,  slightly  yellow,  or  brownish  or  chocolate 
colored  from  the  presence  of  blood.  As  the  accumula- 
tion increases,  the  walls  of  the  cyst  atrophy  and  become 
very  thin.  The  epithelium  and  the  mucous  membrane 
atrophy  and  in  time  disappear,  until  nothing  bnt  a  thin- 
walled  transparent  cyst  remains  (Fig.  148).  The  cyst- 
wall  in  hydrosalpinx  is  always  thinner  and  more  trans- 
parent than  that  in  pyosalpinx.  On  the  inner  wall  of 
the  cyst  delicate  ridges  corresponding  to  the  plioie  or 
folds  of  mucous  membrane  may  be  traced.  There  may 
often  be  discovered,  at  the  distal  end  of  the  retort-shaped 
tumor,  a  slight  depression  that  marks  the  position  of  the 
abdominal  ostium,  while  upon  the  inner  aspect  of  this 
depression  may  be  found  the  remains  of  the  invaginated 
fimbriae.  The  size  of  the  tube  in  hydrosalpinx  varies 
from  that  of  the  little  finger  to  a  tumor  as  large  as  the 
fetal  head.  Large  hydrosalpinx  tumors  are  very  unusual, 
because  the  fluid  probably  leaks  slowly  through  the  thin 
cyst-wall,  and  because  the  secreting  surface  of  the  cyst 
becomes  destroyed  by  pres.sure.  The  fluid  from  a  hydro- 
salpinx is  sterile,  nnirritating  to  the  peritoneum,  and  is 
readily  absorbed.  The  cyst  may  rupture  spontaneously 
or  as  the  result  of  some  slight  accident;  the  fluid  will  be 
absorbed  by  the  peritoneum,  and  only  the  shrivelled, 
atrophied  sac  will  remain.  In  old  cases  of  this  kind  the 
Fallopian  tube  is  represented  by  an  impervious  cord. 
Such  specimens  have  often  been  found  in  old  prostitutes 
who  have  survived  the  dangers  of  their  calling. 

Hematosalpinx. — True  hematosalpinx,  a  closed  Fal- 
lopian tube  distended  with  blood,  is  a  rare  condition. 
Tubal  pregnancy  is  the  usual  cause  of  an  accumulation 
of  blood  in  the  Fallopian  tube,  but  the  term  hematosal- 
pinx should  not  be  applied  to  this  condition.  True 
hematosalpinx  occurs  when,  from  any  cause,  hemorrhage 
takes  place  into  a  tube  that  had  previously  been  closed 
by  inflammatory  action.  Such  an  accident  may  be  caused 
by  traumatism  or  by  torsion  of  the  pedicle  of  a  tubal  cysL 
Slight  hemorrhages  of  this  kind  occur  in  | 
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in  hydrosalpinx,  and  cause  the  brownish  discoloration 
that  is  sometimes  seen  in  the  contents  of  these  tumors. 

The  various  forms  of  inflammatory  disease  of  the  tubes 
that  have  been  described  under  names  which  designate 
the  gross  appearance  of  the  disease  are  all  really  but  dif- 
ferent manifestations  of  the  same  primary  condition. 
Gonorrheal  or  septic  infection  may  produce  any  of  the 
forms  of  tubal  disease  that  have  been  mentioned.  Inter- 
stitial salpingitis  without  closure  of  the  ostium,  pyosal- 
pinx,  hydrosalpinx,  hematosalpinx,  tubo-ovarian  abscess, 
etc.  are  not  distinct  diseases,  but  are  different  manifesta- 
tions of  the  same  disease,  representing  different  stages  of 
progress  or  different  methods  of  development.  Several 
of  these  different  forms  are  often  found  in  the  same 
woman.  On  one  side  there  may  be  a  hydrosalpinx,  on 
the  other  a  pyosalpinx,  both  caused  by  a  primary  chronic 
gonorrhea;  the  distal  end  of  one  tube  may  be  distended 
by  a  clear  watery  fluid,  forming  a  hydrosalpinx,  while  the 
isthmus  may  be  distended  with  pus,  forming  a  pyosal- 
pinx; a  hematosalpinx  may  be  formed  on  one  side,  while 
a  tubo-ovarian  abscess  exists  on  the  other;  and  so  through 
a  great  variety  of  combinations. 

Pyosalpinx  with  active  septic  contents  represents  the 
early  stages  of  tubal  disease,  or  it  represents  a  chronic 
condition  in  which  reinfection  has  occurred.  Pyosalpinx 
with  sterile  pus  is  like  a  chronic  abscess  anywhere  else, 
and  represents  a  chronic  form  of  salpingitis  that  had  been 
active  and  purulent  in  the  beginning.  Hydrosalpinx 
represents  the  disease  less  violent  and  septic  in  the  bcori li- 
ning, and  slow  in  progress;  or  it  represents  the  last  stages 
of  an  old  pyosalpinx ;  while,  finally,  hematosalpinx  re])- 
resents  a  condition  of  salpingitis  in  which  some  accident 
has  befallen  the  cystic  tube  and  caused  hemorrhage  into 
its  cavity. 

The  description  given  shows  the  progress,  the  dangers, 
and  the  terminations  of  salpingitis. 

The  disease  is  caused  bv  extension  of  inflannnation 
from  the  endometrium.     The  usual  causes  of  this  inflam- 
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inatton  are  gonorrhea,  or  infection  after  a  criminal  abor- 
tion, a  labor,  or  a  miscarriage.  The  gonorrheal  salpin- 
gitis is  usually  slow  or  insidious  from  the  beginning. 
The  symptoms  of  the  disease  are  often  not  troublesome 
until  many  months  after  the  primary  gonorrheal  infec- 
tion. The  closure  of  the  tube  is  slow,  and  it  is  some- 
times not  until  the  tube  becomes  distended  with  pus  that 
the  woman  experieuces  much  suffering  and  is  placed  iu 
imminent  danger.  There  are  cases,  however,  of  acnte 
gonorrheal  salpingitis  in  which  the  disease  is  virulent 
and  active  from  the  beginning.  Infection  may  traverse 
the  tube,  reach  the  peritoneum  through  the  open  ostium, 
and  produce  general  peritonitis  within  a  few  days  of  the 
primary  attack  of  gonorrhea.  In  such  cases  it  is  prob- 
able that  the  infection  is  a  mixed  one,  other  organisms 
accompanying  the  gouococcns.  In  other  cases  the  ab- 
dominal ostium  becomes  quickly  closed  and  a  gonorrheal 
tubal  abscess  is  rapidly  formed. 

The  septic  variety  of  salpingitis,  as  has  already  been 
said,is  more  frequently  acute  from  the  beginning.  With- 
in ten  days  or  two  weeks  after  a  criminal  abortion,  or  after 
a  miscarriage  or  labor,  a  large  tubal  abscess  may  be 
formed;  or  the  septic  organisms  may  pass  through  the 
tube  before  the  ostium  has  been  closed,  and  produce  with- 
in a  few  days  a  general  fatal  peritonitis. 

On  the  other  hand,  septic  salpingitis  is  often  slow,  a 
mild  attack  of  puerperal  sepsis  being  the  beginning  of 
years  of  invalidism,  of  gradually  increasing  suffering, 
imtil  gross  Inbal  disease  is  produced. 

Tile  slowest  forms  of  salpingitis  are  those  that  result 
from  chronic  endometritis,  snch  as  accompanies  subinvo- 
lution, laceration  of  the  cervix,  retro-displacements,  or 
uterine  fibroid.  Simple  catarrhal  salpingitis  is  often  found 
in  these  diseases;  or  [he  abdominal  ostium  may  be  closed, 
and  a  small  hydrosalpinx  will  be  present;  or  the  isthmus 
may  be  sufficiently  open  for  drainage,  and  no  tubal  dis- 
tention result.  Hydrosalpinx  is  very  often  found  with 
uterine  fibroids. 
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Cancer  of  the  cervix  or  the  body  of  the  uterus  is  a  fre- 
quent cause  of  salpingitis,  of  hydrosalpinx,  and  of  pyo- 
salpinx.  The  endometrial  inflammation  secondary  to  the 
cancer  extends  into  the  tubes. 

The  progress  of  salpingitis  is  beset  with  danger. 

At  any  time  a  pyosalpinx  may  rupture  and  a  rapid  fatal 
peritonitis  result.  Unusual  effort,  vaginal  examination, 
or  slight  operations  upon  the  cervix  or  body  of  the  ute- 
rus may  cause  this  accident.       Not   infrequently,   such 


rupture  has  been  produced  by  even  gentle  bimanual  ex- 
amination. I  have  seen  a  fatal  peritonitis  occur  from 
nipture  of  a  pyosalpinx  during  the  replacement  of  a  pro- 
lapsed uterus. 

For  this  reason  the  operator  should  always  determine 
by  careful  examination  the  presence  or  absence  of  tubal 
disease  in  every  case  before  performing  any  of  the  minor 
gynecological  operations  or  manipulations,  such  as  tra- 
chelorrhaphy or  the  replacement  of  a  retroverted  uterus. 
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Purulent  disease  of  the  tubes  is  a  contraindication  to  all 
such  procedures,  unless  au  irauiediate  subsequent  celiot- 
omy is  to  be  performed.  Great  care  must  be  exercised 
in  any  of  the  less  dangerous  forms  of  salpingitis.  In 
any  case  of  salpingitis,  however  mild,  an  acute  attack 
may  be  excited  by  reinfection  or  by  rough  manipulation. 
Rupture  into  the  peritoneum  is  not  the  only  danger  to 
which  the  woman  is  exposed  in  salpingitis.  The  gradu- 
ally formed  adhesions  in  the  pelvis  impede  the  motion  of 
the  pelvic  intestines  and  may  cause  intestinal  obstruc- 
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Fig.  150. — Chronic  anipingilis ;  both   Fallopian  tubes  are  closed  and  adherent, 

tion.  Obstruction  of  the  ureters  has  occurred  from  pel- 
vic inflammation.  The  Fallopian  tube  may  discharge 
its  contents  through  the  bladder  and  produce  violent  cys- 
titis, or  it  may  discharge  through  the  rectum  or  intestine, 
or  adhere  to  the  side  of  the  vagina  and  discharge  through 
this  channel;  or  it  may  be  evacuated  through  the  abdom- 
inal parietes.  Such  fistulous  openings  rarely,  if  ever, 
close  spontaneously  and  pennaneutly.  Temporary  clos- 
ure may  occur,  but  the  tube  will  refill  and  discharge  as 
before. 

Fistula  of  this  kind  persist  for  many  years,  bccoitiiuj^ 
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seats  of  tuberculosis  or  exhausting  the  woman  by  the 
continuous  suppuration. 

If  the  patient  escape  these  dangers,  the  disease  may 
become  quiescent.  Some  of  the  less  dangerous  forms  of 
salpingitis  are  produced,  until  finally,  when  the  woman 
has  reached  middle  life,  a  hydrosalpinx  remains,  or  an 
adherent,  atrophied,  cord-like  remnant  of  the  tube. 
Though  then  freed  from  the  various  dangers  that  had 
threatened  her  life,  she  is  not  restored  to  health,  but 
remains  a  suffering  invalid. 

Salpingitis  may  be  unilateral  or  bilateral.  It  is  more 
likely  to  be  unilateral  in  the  acute  cases  than  in  the 
chronic,  for,  as  the  primary  focus  of  the  disease  exists  in 
the  body  of  the  uterus,  it  will  extend  in  time  to  the  sec- 
ond tube  in  case  only  one  had  at  first  been  involved.  If 
the  endometrial  disease  is  cured  before  the  second  tube 
has  been  attacked,  the  salpingitis  may  remain  unilateral. 
Double  salpingitis  is  especially  likely  to  occur  in  those 
diseases  of  the  endometrium  that  are  difficult  or  impos- 
sible to  eradicate — diseases  like  chronic  gonorrhea,  where 
the  infection  lurks  in  the  distal  ends  of  the  utricular 
glands  and  defies  our  methods  of  treatment.  Operators 
have  repeatedly  removed  a  unilateral  pyosalpinx,  leaving 
the  second  tube  apparently  perfectly  healthy,  and  yet, 
after  the  lapse  of  a  few  months,  a  second  operation  has 
been  necessary  for  the  relief  of  a  similar  pyosalpinx  on 
the  other  side. 

Sjrmptoms  of  Acute  and  Chronic  Salpingitis. — The 
symptoms  of  acute  salpingitis  are  usually  obscured  by 
the  accompanying  symptoms  of  endometritis,  ovarian 
congestion  and  inflammation,  and  localized  peritonitis. 
The  woman  complains  of  pelvic  pain  and  tenderness, 
which  are  most  severe  in  one  or  both  ovarian  regions. 
There  are  elevation  of  temperature  and  rapid  pulse.  The 
knees  are  often  drawn  up  as  in  peritonitis. 

Bimanual  examination  reveals  marked  tenderness  upon 
pressure  in  the  vaginal  fornices.  There  is  an  indistinct 
sense  of  fulness  in  the  region  of  the  tubes.    If  the  pelvic 
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rperitoneutn  and  cellular  tissue  are  involved,  the  wholel 

'vaginal  vault  will  feel  full  and  resistant.     The  tissuesn 

lying  to  the  sides  and  behind  the  uterus  are  thickened 

and  resistant.     If   the  woman   is  thin  and  there  is  not 

much  surrounding  inflaininatiou,  it  is  sometimes  possible 

to  palpate  the  enlarged  tender  tube  between  the  vaginal 

finger  and  the  abdominal  hand.     Usually,  however,  the 

tenderness  is  too  great  to  permit  this.     The  tube,  from 

its  increase  in  weight,  may  fall  below  its  normal  level, 

and  may  be  felt  lying  behind  the  uterus  in  Douglas's 

pouch. 

•      Usually,  in  cases  of  acute  salpingitis,  the  examiner  is 

I  obliged  to  content  himself  with  the  determination  of  au 

indistinct  fulness  and  marked  tenderness  in  the  region  of 

the  Fallopian  tubes. 

Before  the   true  pathology  of  salpingitis  was  known 
these  cases  were  described  as  pelvic  peritonitis  or  pelvic 
cellulitis.     It  was  suppo.'^ed    that  the   inflammation    in- 
volved the  peritonenm  of  the  pelvis  or  the  cellular  tissue 
of  the  broad  ligaments.     It  is  true  that  this  is  often  the 
I   and  that  iufiaramation  of  these  structures  accom- 
^■  panics  the  salpingitis,   but  it  is  the  tubal  inflammation 
I  which  is  the  primarj'  disease. 

The  most  pronounced  symptom  of  chronic  salpingitis 
L  is  pain.     The  pain  is  referred  to  one  or  to  both  ovarian 
I  regions  as  the  disease  is  unilateral  or  bilateral.     It  is  due 
'  not  only  to  the  salpingitis,  but  to  the  accompanying  ova- 
r  ritis.     The  pain  is  continuous.     It  is  relieved  by  the  re- 
[  cum  bent  posture,  and  is  increased  whenever  the  woman 
lis  upon  her  feet  or  is  performing  any  work.     The  pain 
s  increased  by  a  jolt  or  sudden  movement,  by  defecation, 
often  by  urination  and  by  coitus.     The  pain  during  co- 
itus, from  direct  pressure,  is  often  so  great  that  marital 
relations  are  abolished.     I  have  seen  a  woman  with  sal- 
{ringitis  who  was  obliged   to  take  a  dose  of  morphine 
lefore  every  act  of  defecation.     The  pain  from  the  jolt- 
\  of  a  carriage  often  renders  riding  impossible. 
The  pain  is  dull  and  aching  in  character  or  sharp  and 
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lancinating.     It  may  extend  down  the  anterior  aspect  of 
the  thighs. 

The  pain  is  very  much  worse  at  each  menstrual  period. 
All  the  genital  structures  become  congested  and  swollen 
at  this  time,  and  such  phenomena,  occurring  in  the  ad- 
herent inflamed  tubes  and  ovaries,  often  cause  unbear- 
able pain.  The  dysmenorrhea  in  salpingitis  is  usually 
very  characteristic.  It  begins  several  days — sometimes  a 
week — before  the  bleeding  appears.  It  starts  in  one  or 
both  ovarian  regions,  and  radiates  thence  throughout  the 
pelvis  and  down  the  thighs.  It  will  be  remembered  that 
the  dysmenorrhea  of  anteflexion  begins  only  a  few  hours 
before  the  bleeding — that  the  pain  is  usually  situated  in 
the  center  of  the  lower  abdomen,  in  the  region  of  the 
uterus,  is  expulsive  in  character,  and  is  relieved  when 
the  bleeding  has  become  well  established. 

The  dysmenorrhea  of  salpingitis  usually  lasts  through- 
out the  whole  of  the  period. 

The  pain  of  salpingitis  persists  throughout  the  whole 
course  of  the  disease.  It  is  common  to  all  forms  of  sal- 
pingitis, and  seems  to  bear  no  relation  to  the  gross  cha- 
racter of  the  lesions  of  the  tubes.  The  pain  and  the 
dysmenorrhea  are  often  as  marked  in  a  case  of  salpingitis 
without  cystic  distention  as  in  a  case  of  large  pyosalpinx. 

The  pain  persists  after  the  dangerous  stages  of  the  dis- 
ease have  been  passed.  Relief  1)egins  only  with  the 
cessation  of  menstruation,  when  general  atrophy  takes 
place  in  the  genital  organs. 

The  pain  of  salpingitis  is  often  ol)vious  from  the  ex- 
pression and  the  posture  of  the  woman.  She  walks  with 
the  body  slightly  flexed  forward;  she  sits  down  gently 
upon  a  chair;  she  protects  herself,  by  support  with  the 
hand,  from  the  jolting  of  a  carriage  or  a  car. 

The  woman  frequently  suffers  with  marked  exacerba- 
tions of  the  pain,  which  occur  independently  of  the  men- 
strual periods,  and  are  caused  by  leakage  from  the  tube 
and  the  resulting  local  peritonitis.  The  woman  often 
describes  such  attacks  as  attacks  of  **  inflammation  of  the 
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There  is  no  surrounding  pressure  to  control  the  hemor- 
rhage, as  in  the  case  of  rupture  into  the  broad  ligament 
Sometimes  the  escaping  ovum  plugs  the  rent  in  the  tube, 
and  bleeding;  is  checked  in  this  way. 

If  the  woman  survive  the  effects  of  hemorrhage,  she 
may  die  from  peritonitis  or  from  suppuration  of  the  he- 
matocele in  the  peritoneal  cavity. 

In  exceptional  cases,  if  the  pregnancy  be  early,  the 
blood  and  the  ovum  may  be  absorbed  by  the  peritoneum, 
and  spontaneous  recovery  occurs. 

If  the  woman  is  not  destroyed  by  the  first  effects  of 
the  rupture,  the  fetus,  surrounded  by  its  membranes, 
may  escape  into  the  peritoneal  cavity,  while  the  placenta 
may  remain  attached  to  the  tube  and  gestation  may  con- 
tinue. It  is  very  doubtful  whether  the  fetus  will  continue 
to  live  if  it  escapes  into  the  peritoneum  free  of  the  mem- 
branes. There  is  no  evidence  that  an  early  ovum  may 
escape  into  the  cavity  of  the  abdomen  and  develop  on  the 
peritoneum. 

If  the  fetus  does  not  survive,  it  may  be  absorbed  by  the 
peritoneum  or  mummification  may  occur. 

Tubal  abortion  means  the  separation  of  the  ovum  from 
the  tube-wall,  and  its  partial  or  complete  discharge 
tliroiio^h  the  ostium  abdominale  into  the  peritoneal  cav- 
ity. The  accident  is  accompanied  by  hemorrhage  into 
the  tube  and  thence  into  the  peritoneal  cavity. 

Tubal  abortion  is  most  likely  to  occur  during  the  early 
weeks  of  preo^nancy  (the  first  and  the  second  months), 
before  the  abdominal  ostium  has  become  closed. 

It  is  probable  that  tubal  abortion  is  much  more  fre- 
quent than  is  generally  supposed.  According  to  Sutton, 
tubal  abortion  was  probably  the  cause  of  the  peritoneal 
hematocele  in  many  cases  in  which  the  bleeding  was 
attributed  to  other  origin,  as  reflux  of  menstrual  blood 
from  the  uterus  and  simple  hemorrhage  from  the  tube. 

In  tubal  abortion  the  loss  of  blood  into  the  peritoneum 
may  be  so  great  that  the  woman  is  destroyed.  In  other 
cases  death  results  from  peritonitis  and  suppuration  of 
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stages  of  the  disease.  During  an  exacerbation  or  during 
one  of  the  acute  attacks  of  inflammation  the  tenderness 
prohibits  thorough  palpation,  and  the  surrounding  inflam- 
matory infiltration  masks  the  condition  of  the  tube.  The 
tube  may  be  felt  as  a  hard  cord,  or  as  a  cystic  tumor  with 
the  ovary  lying  in  its  concavity,  or  as  a  tortuous,  sausage- 
shaped  mass. 

In  old  chronic  cases  the  tube  and  ovary  may  be  felt  as 
a  hard,  knot-like  mass  adherent  to  the  side  of  the  uterus 
or  coiled  about  the  cornu  (Fig.  150). 

In  nearly  every  case  the  isthmus  is  rendered  hard  and 
cord-like  by  inflammator>'  infiltration.  This  indurated 
condition  of  the  isthmus  is  a  feature  of  tubal  disease  that 
is  usually  readily  determined,  and  it  is  of  decided  diag- 
nostic value.  The  connection,  by  such  a  cord,  of  the 
mass  felt  in  the  pelvis  with  the  uterine  cornu  is  the 
most  valuable  proof  that  the  tumor  is  tubal  in  character. 

Diagnosis. — The  diagnosis  of  chronic  disease  of  the 
Fallopian  tubes  must  be  made  from  a  study  of  the  history, 
the  symptoms,  and  by  physical  examination. 

The  history  is  always  of  value.  Careful  questioning 
will  usually  show  that  the  ovarian  pain  dates  from  a 
criminal  abortion,  from  an  attack  of  fever  after  a  miscar- 
riage or  labor,  or  from  a  suspicious  coitus.  Women  who 
have  been  infected  with  chronic  gonorrhea  by  their  hus- 
bands attribute  the  origin  of  the  disease  to  their  mar- 
riafre.  The  woman  will  often  sav  that  for  some  davs 
after  marriage  she  suffered  with  irritation  and  burning 
of  the  external  genitals,  with  dysuria,  perhaps  with  a 
slight  vaginal  discharge,  and  that  after  this,  very  gradu- 
ally, the  ovarian  pain  developed.  She  may  have  had  one 
child  or  a  miscarriage,  but  with  this  exception  is  usually 
sterile. 

The  history  of  attacks  of  local  peritonitis,  confining 
the  women  to  bed  for  several  davs  or  weeks,  can  also  nsu- 
ally  be  obtained. 

The  character  and  the  situation  of  the  pain  and  the 
character  of  the  dysmenorrhea  usually  point  strongly  to 
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salpiugitis.  The  physical  examination  is  not  by  any 
means  always  satisfactory.  The  small  flaccid  tubal  tu- 
mors are  often  diiScult  to  palpate,  especially  in  fat 
women,  and  the  gross  forms  of  the  disease  may  be  ob- 
scured by  surrounding  adhesions  and  inflammation.  The 
examination,  however,  when  taken  in  connection  with 
tbe  history  and  the  symptoms,  will  usually  enable  one  to 
make  the  diagnosis.  Inflammatory  tumors  in  the  female 
pelvis  are  very  generally  tubal  in  origin. 

It  is  difScuIt  to  estimate  the  mortality  of  salpingitis. 
It  is  certainly  a  frequent  cause  of  death — not  only  im- 
mediately, by  some  of  the  acute  accidents  that  may  occur, 
but  as  a  result  of  gradual  exhaustion  from  prolonged  sup- 
puration. Acute  salpingitis,  and  the  purulent  forms  of 
the  disease,  should  always  be  viewed  with  anxiety.  As 
appendicitis  is  the  usual  cau.se  of  peritonitis  in  man,  so  is 
salpingitis  the  nsual  cause  of  this  disease  in  the  woman. 
In  every  case  of  peritonitis  in  a  woman,  therefore,  care- 
ful examination  of  the  pelvic  organs  should  be  made. 

Salpingitis  is  an  exceedingly  common  disease.  It  oc- 
curs in  all  classes  of  society,  but  most  frequently  in  the 
lower  walks  of  life.  Salpingitis  is  the  rule  in  prostitutes, 
and  in  them  is  caused  by  gonorrhea  or  by  septic  infection 
at  criminal  abortion. 

Treatment. — The  treatment  of  acute  salpingitis  in  its 
early  stage  should  be  expectant:  absolute  rest  in  the 
recumbent  position,  vaginal  douches  of  a  gallon  of  hot 
sterile  water  (ioo°-iio°  F. )  two  or  three  times  a  day, 
small  doses  of  saline  purgatives  (Rochelle  salts,  :;ss-5J 
every  one  or  two  hours)  until  mild  purgation  is  produced, 
should  be  prescribed,  and  should  be  continued  as  re- 
quired. Relief  of  pain  is  afforded  by  hot  fomentations 
over  the  lower  abdomen.  It  is  best  to  administer  no 
opium,  as  it  is  ver\-  important  to  watch  these  cases  closely, 
and  the  symptoms  that  demand  operation  might  be 
masked  by  the  administration  of  an  auodyne.  E: 
tions  should  be  made  with  great  care  and  gentleness,  and 
no  oftener  than  is  necessary  to  determine  the  progress  of 
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the  disease.     If  the  patient  is  progressing  satisfactorily, 
repeated  examinations  are  contraindicated. 

A  chill  followed  by  a  rapid  high  elevation  of  tempera- 
ture (io5°-io6°  F.)  is  often  caused  by  even  gentle  manip- 
ulation of  the  upper  organs  of  generation  in  cases  of 
acute  inflammation. 

The  case  must  be  watched  carefully  and  continuously. 
In  the  gonorrheal  and  septic  forms  of  the  disease  there  is 
great  danger  of  extension  to  the  peritoneum,  or  of  the 
formation  of  a  tubal  or  other  fonn  of  pelvic  abscess  that 
will  imperil  the  life  of  the  woman. 

As  a  general  rule,  it  may  be  said  that,  imless  there  are 
well-marked  symptoms  of  extensive  pelvic  peritonitis, 
or  unless  a  distinct  tumor  can  be  felt  in  the  pelvis,  ope- 
ration is  not  indicated.  As  resolution  undoubtedly  takes 
place  even  after  severe  acute  attacks  of  salpingitis,  it  is 
right  to  treat  the  woman  with  this  end  in  view  rather 
than  to  resort  to  an  immediate  mutilating  operation. 

If,  under  the  expectant  plan  of  treatment,  the  patient 
does  not  improve;  if  the  area  of  pelvic  tenderness  in- 
creases; if  the  local  tympany  (which  may  at  first  be 
present  only  on  one  or  both  sides  of  the  pelvis,  and 
which  indicates  merely  local  peritoneal  irritation  or  in- 
flammation) extends  upward;  if  the  temperature  and 
pulse-rate  increase;  if  constipation  appears;  if,  in  fact, 
indications  of  extension  of  the  peritonitis  are  present, — 
celiotomy  should  be  immediately  performed.  The  dis- 
eased tube  or  tubes  should  l)e  removed,  and,  if  necessary, 
the  abdomen  should  be  drained. 

Fatal  peritonitis  sometimes  results  w^ithin  three  or  four 
days  after  the  onset  of  acute  salpingitis.  As  soon,  there- 
fore, as  the  physician  realizes  the  imminence  of  this 
complication  in  any  case,  he  should  not  delay  in  remov- 
ing the  source  of  infection. 

The  other  acute  termination  of  salpingitis,  the  forma- 
tion of  an  abscess  in  the  pelvis,  likewise  demands  opera- 
tive interference.  This  condition  is  readily  recognized. 
The  woman  has  one  or  more  chills.     The  temperature 
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becomes  more  elevated  and  the  pulse  more  rapid.  The 
pelvic  tenderness  and  pain  may  become  more  distinctly 
localized  to  one  or  both  ovarian  regions.  Defecation  and 
urination  increase  the  pain.  Bimanual  examination  re- 
veals an  exceedingly  tender  mass,  either  indurated  or 
perhaps  soft  and  fluctuating,  lying  to  either  side  of,  or 
behind  the  uterus.  The  character,  upon  palpation,  of 
the  mass  depends  upon  the  nature  and  extent  of  the  peri- 
toneal adhesions  that  surround  it.  The  diagnosis  of  a 
pelvic  abscess  resulting  from  acute  salpingitis  is  usually 
easy. 

There  is  some  difference  of  opinion  among  operators  in 
regard  to  the  best  treatment  for  this  condition.  Some 
advise  evacuation  of  the  abscess  by  way  of  the  vagina; 
others  advise  celiotomy,  with  removal  of  the  abscess  and 
the  Fallopian  tube  that  caused  it,  followed,  if  nece.ssary, 
by  abdominal  or  vaginal  drainage.  I  prefer  the  latter 
method  of  treatment,  for  reasons  that  will  appear  under 
the  consideration  of  the  technique  of  operation. 

Treatment  of  Chronic  Salpingitis. — Cases  of  simple 
chronic  catarrhal  salpingitis  undoubtedly  recover  after 
the  cnre  of  the  endometrial  disease  of  which  the  salpin- 
gitis forms  a  part.  The  tube  may  be  restored  perfectly 
to  its  nonnal  condition;  or  there  may  remain  an  atrophic 
condition  of  the  mucous  membrane;  or  the  fimbriie  may 
be  left  somewhat  di.storted,  crumpled,  or  slightly  drawn 
within  the  tube;  or  there  may  l>e  a  few  fine  peritoneal 
adhesions,  like  cobwebs,  between  the  distal  end  of  the 
tube,  the  broad  ligament,  and  the  ovary.  Such  slight 
lesions  may  cause  no  trouble  beyond  interfering  a  little 
with  the  fecundity  of  the  woman. 

When,  however,  the  adhesions  are  more  extensive, 
treatment  for  their  relief  may  be  demanded,  even  though 
all  inflammatory  action  has  disappeared  from  the  body  of 
the  uterus  and  the  tubes.  Treatment  in  such  cases  is 
demanded,  not  to  cure  the  .salpingitis  or  on  account  of 
any  danger  that  threatens  the  woman's  life,  but  to  relieve 
the  pain  caused  by  the  results  of  the  inflaniniation. 
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It  may  be  necessary  to  perform  celiotomy  in  order  to 
free  or  break  up  adhesions  that  bind  down  the  ovary  in 
an  abnormal  position,  or  to  liberate  an  adherent  intestine, 
or  to  replace  a  uterus  that  has  been  displaced  by  the  trac- 
tion of  adhesions. 

The  degree  of  suffering  experienced  by  the  woman  is 
the  guide  in  advising  such  operative  interference. 

The  treatment  by  pelvic  massage  for  the  relief  of  pelvic 
adhesions  of  this  kind  is  now  upon  trial.  It  seems  to  do 
good  in  some  cases.  Much  judgment  is  required  in  the 
selection  of  cases  to  which  massage  may  be  applied. 

In  discussing  the  treatment  of  chronic  salpingitis  the 
cases  may  be  divided  into  two  classes:  those  in  which 
palliative  treatment  may  be  followed,  and  those  in  which 
operation  is  demanded. 

There  are  a  great  number  of  cases  of  chronic  salpin- 
gitis in  which  there  is  no  gross  disease  of  the  tubes,  and 
in  which  operation  upon  the  tubes  is  not  immediately 
indicated.  It  is  proper  in  such  cases  to  try  milder  pallia- 
tive treatment  first. 

Salpingitis  is  always  preceded,  and  usually  accom- 
panied, by  inflammation  of  the  endometrium,  and  in 
every  chronic  case  attention  should  first  be  directed  to 
the  cure  of  the  endometritis. 

If  there  is  no  tubal  and  ovarian  displacement — that 
is,  if  the  ovary  is  not  prolapsed;  if  the  uterus  has  not 
been  retrovertcd;  if  there  are  no  extensive  tubal  adhe- 
sions; and  if  there  is  no  gross  disease  of  the  tube,  such 
as  pyosalpinx,  hydrosalpinx,  hematosalpinx,  a  thorough 
curetting  of  the  uterus,  or,  if  necessary,  a  trachelorrhaphy 
or  an  amputation  of  the  cervix,  will  often  relieve  the 
woman  of  her  suffering,  and  it  may  not  be  necessary  to 
operate  for  the  damaged  tubes. 

In  all  such  cases,  however,  the  operator  must  be  very 
careful  to  exclude  active  or  purulent  tubal  disease.  If  he 
overlooks  a  pyosalpinx,  the  curettage  or  the  trachelor- 
rhaphy may  be  followed  by  an  active  peritoneal  inflam- 
mation that  will  destroy  the  woman. 
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If  there  is  ovarian  or  uterine  displacement,  we  cannot 
Kexpect  relief  until  these  conditions  have  been  treated,  and 
inch  treatment  nsnally  requires  celiotomy. 
The  paiu  aud  dysmenorrhea  of  chronic  tubal  disease 
Imay  be  relieved  by  rest  in  the  recumbent  position  during 
I  the  menstrual   period;   by  the  administration   of  saline 
1  laxatives  (the  pain  is  always   increased  by  constipation); 
[by  vaginal  douches  of  large  quantities  of  hot  water  (one 
I  gallon  at  110°  F.)  administered  two  or  three  times  a  day 
I  in  the  recumbent  posture;  and  by  applications  of  Church- 
ill's tincture  of  iodine  to  the  vaginal  vault,  and   the  use 
of  the  glycerin  tampon.     The   directions  for  this  treat- 
ment have  been  given  under  the  preparatory  treatment 
of  laceration  of  the  cervix. 

Such  treatment  is  only  palliative:  it  relieves  the  pain, 
but  it  will  not  cure  well -established  chronic  salpingitis. 

In  many  cases  the  woman  experiences  little,  if  any, 
relief  from  this  treatment.  In  other  cases,  though  the 
pain  may  be  very  much  relieved  while  she  is  taking  treat- 
ment, yet  it  returns  as  soon  as  the  treatment  is  stopped, 
aud  she  becomes  unwilling  to  lead  the  life  of  an  invalid 
under  constant  medical  care,  with  but  little  prospect  of 
relief  until  the  menopause  is  reached.  It  is  then  neces- 
sary to  consider  operation. 

The  second  class  of  cases  referred  to — those  in  which 
immediate  operation  is  demanded,  and  in  which  it  is 
dangerous  to  delay  and  useless  to  try  the  palliative  treat- 
ment— includes  a  great  variety.  Such  cases  are — the 
gross  forms  of  tubal  disease,  hydrosalpinx,  hematosal- 
pinx, and  pyosalpinx;  salpingitis  with  prolapsed  and  ad- 
herent tube  and  ovary;  salpingitis  with  retrod isplace- 
nient  of  the  uterus;  all  the  milder  forms  of  salpingitis  ' 
which  have  resisted  palliative  treatment. 

The  operative  treatment  of  salpingitis  usually  demands 
I  celiotomy.  Some  operators,  however,  prefer  to  reach  the 
■Sterine  appendages  by  way  of  the  vagina. 

;  details  of   the  operative  technique  of   salpingo- 
^horectomy  will  be  given  in  a  subsequent  chapter.    As 
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a  rule,  the  operation  of  celiotomy  for  salpingitis  should 
always  be  immediately  preceded  by  thorough  curetting 
of  the  uterus  and,  if  necessary,  by  a  trachelorrhaphy  or 
an  amputation  of  the  cer\'ix. 

After  the  abdomen  has  been  opened  the  operation  con- 
sists in  freeing  adhesions,  rendering  patulous  the  abdom- 
inal ostium  of  the  tube,  replacing  the  uterus,  and,  if  ne- 
cessary, removing  the  tube  and  ovar>'  on  one  or  on  both 
sides. 

Removal  of  the  tubes  and  ovaries — salpingo-oophorec- 
tomy — is  usually  necessary.  In  pyosalpinx  this  operation 
should  always  be  performed.  If  the  woman  is  young  and 
is  very  anxious  to  have  children,  every  attempt  should  be 
made  to  save,  at  any  rate,  one  tube  and  ovarv'.  Remark- 
able cases  of  conception  have  occurred  after  conservative 
operations  upon  badl\-  diseased  tubes. 

The  adhesions  about  the  abdominal  ostium  may  be 
broken  and  the  imprisoned  fimbriae  freed;  or  if  the  os- 
tium is  firmly  closed,  an  incision  may  be  made  in  the 
wall  of  the  tube,  the  peritoneum  stitched  to  the  mucous 
coat,  and  a  new  ostium  produced.  In  one  case  concep- 
tion followed  such  an  operation  in  which  the  ovary  was 
sutured  in  the  artificial  oi)cnin^  made  in  the  tube.  Con- 
ception has  occurred  after  both  tubes  had  been  amputated 
at  the  uterine  cornua. 

In  all  such  conservative  operations,  however,  the 
woman  should  be  told  of  the  probability  of  failure  and 
the  probable  necessity  for  a  subsequent  radical  operation. 
The  successful  cases  show  the  possibilities  of  surgery, 
but,  unfortunatelv,  thev  are  exceotional.  Sterilitv  usu- 
ally  continues,  the  pain  is  usually  unrelieved,  and  a  sec- 
ond radical  operation  becomes  necessary. 

Such  conservative  operations  upon  badly  diseased 
tubes  should  be  performed,  therefore,  only  when  the 
woman  is  young  and  anxious  for  children.  Whenever 
the  abdominal  ostium  is  closed  and  the  ovarv  is  adherent, 
it  is  safest  to  perfonn  a  complete  salpingo-oophorectomy. 
This  is  always  indicated  when  the  woman  is  near  the 
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menopause  or  when  immediate  certain  relief  is  demanded 
from  prolonged  suffering. 

In  some  cases  the  question  arises  as  to  whether  both 
tubes  should  be  removed  when  only  one  is  grossly  dis- 
eased. In  the  early  stages  of  chronic  pyosalpinx  it  often 
happens  that  but  one  tube  is  found  diseased,  while  the 
o^her  is  apparently  perfectly  healthy  or  is  ouly  slightly 
adherent.  E.'iperience  has  shown  that  in  a  great  many 
cases  of  tubal  disease  in  which  only  one  ttibe  was  re- 
moved, the  second  tube  has  become  similarly  affected, 
often  within  a  short  time,  and  a  second  operation  has 
been  required.  This  disaster  is  not  likely  to  occur  if  the 
endometrial  disease  is  eradicated  by  thorough  curetting 
at  the  time  of  the  first  operation.  But  in  some  forms  of 
salpingitis,  as  the  gonorrheal,  the  infection  is  so  deeply 
seated  in  the  distal  ends  of  the  utricular  glands  that  the 
most  vigorous  curetting  fails  to  remove  it,  and  the  sec- 
ond tube  will  become  infected  from  the  original  focus  in 
the   uterus. 

So  common  is  such  occurrence  that  many  women, 
profiting  by  the  experience  of  their  friends,  request  the 
operator  to  remove  both  tubes,  even  though  he  finds  but 
one  diseased.  The  advice  already  given  in  regard  to  con- 
servative operation  applies  here  also.  It  is  safest  in  all 
forms  of  pyosalpinx  to  remove  both  appendages.  In  the 
less  serious  forms  of  salpingitis — hydrosalpinx  and  ad- 
herent tubes  without  cystic  distention — there  is  less  dan- 
ger of  recurrence,  and  the  unilateral  operation  may  be 
more  safely  performed.  The  importance  of  thorough 
treatment  of  the  endometritis  at  the  same  time  is  empha- 
sized by  these  considerations. 

In  many  cases  in  which  double  salpiugo-oophorectomy 
is  performed  it  is  often  advisable  to  remove  the  uterus  at 
the  same  time.  The  uterus  may  be  amputated  at  any 
convenient  point  of  the  cervix,  or  it  may  be  completely 
removed  at  the  vaginal  junction.  This  operation  ensures^ 
more  certain  and  speedy  relief  from  suffering,  and  f 
attended  by  but  little,  if  any,  greater  mortality  than  t 
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first  steps  of  the  operation,  before  any  attempt  is  made  to 
remove  the  mass.  It  may  be  necessary  to  close  the  rent 
in  the  broad  ligament  by  a  second  series  of  sutures. 

After  Rupture, — If  the  woman  survive,  and  is  first 
seen  after  primary  rupture,  one  of  two  conditions  will  be 
present — a  destroyed  or  a  developing  extra-uterine  preg- 
nancy. If  the  fetus  has  died  and  gestation  has  ceased, 
the  woman  is  exposed  to  the  various  dangers  that  attend 
the  presence  of  such  a  foreign  body  in  the  abdomen.  If 
the  fetus  has  died  during  the  earlier  months,  it  may  have 
been  absorbed  and  spontaneous  cure  may  take  place. 
Even  a  dead  full-term  fetus  has  been  carried  in  the  abdo- 
men for  years  without  producing  a  fatal  result  to  the 
mother.  It  seems  safest,  however,  in  all  such  cases  to 
operate  as  soon  as  the  condition  is  recognized.  The  rules 
of  abdominal  and  pelvic  surgery  apply  to  such  cases. 
The  placenta  of  a  dead  fetus  may  be  removed  without 
fear  of  uncontrollable  hemorrhage. 

If  the  woman  is  seen  after  primary  rupture,  with  a  de- 
veloping gestation,  the  case  presents  much  more  serious 
dangers.  These  dangers  lie  in  the  placenta.  If  the 
pregnancy  has  not  advanced  beyond  the  fourth  month,  it 
is  usually  possible  to  remove  the  whole  of  the  gestation- 
sac,  the  embryo,  and  the  placenta  without  uncontrollable 
heinorrhage.  The  ovarian,  and  if  necessary  the  uterine, 
arteries  may  be  ligated,  and  the  placenta  may  be  removed 
in  one  mass.  The  cavity  of  the  broad  ligament  may  be 
obliterated  by  buried  sutures. 

If  the  gestation  has  advanced  beyond  the  fourth  month, 
it  is  often  impossible  to  remove  the  placenta  without  fatal 
hemorrhage.  Many  women  have  bled  to  death  from  the 
attempt.  The  operator  sometimes  incises  the  placenta  as 
he  enters  the  gestation-sac,  and  is  obliged  to  proceed  with 
its  removal.  In  other  cases  he  starts  to  remove  it,  and 
finds,  too  late,  that  the  hemorrhage  is  beyond  his  control. 
In  the  advanced  months  of  pregnancy  the  sac  and  the 
placenta  may  become  adherent  to  any  of  the  abdominal 
or  pelvic  viscera  and  to  the  large  vessels.     Hemorrhage 
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cannot  be  controlled,  as  in  the  earlier  months,  by  liga- 
tion of  the  ovarian  and  uterine  arteries.  The  result  in 
these  cases  is  determined  by  the  ability  of  the  operator. 
A  full-term  living  child,  the  whole  sac,  and  the  placenta 
have  been  successfully  removed.  If  the  attachments  are 
such  that  the  surgeon  considers  it  unsafe  to  attempt  the 
removal  of  the  sac  and  the  placenta,  the  sac  should  be 
incised  and  the  fetus  should  be  removed,  the  cord  being 
divided  between  two  ligatures;  the  sac  should  be  sutured 
to  the  abdominal  incision;  the  cord  should  be  drawn 
through  the  opening,  and  the  sac  packed  with  gauze.  At 
the  end  of  four  or  five  days  the  gauze  pack  may  be  re- 
moved, under  anesthesia  if  necessary,  and  the  placenta 
may  be  taken  away.  There  is  very  much  less  risk  of 
hemorrhage  after  the  lapse  of  a  few  days.  Some  opera- 
tors prefer  to  allow  the  placenta  to  come  away  spontane- 
ously.    This  is  sometimes  necessary. 

It  will  be  seen,  from  this  consideration,  that  the  treat- 
ment of  all  varieties  of  ectopic  gestation  is  operative,  and 
that  the  sooner  the  operation  is  performed  the  better  for 
the  patient.  Consideration  for  the  life  of  the  child  should 
have  no  influence  in  determining  the  time  of  operation. 
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Anatomy. — The  ovaries  van-  a  good  deal  in  size,  with- 
in the  limits  of  health,  in  different  individuals.  It  is 
unusual  to  find  the  two  ovaries  in  the  same  person  exactly 
alike  in  size,  shape,  and  appearance. 

The  size,  shape,  aixd  appearance  of  the  ovan*  change 
at  the  ditrcrent  i>eriods  of  life.     In  the  new-bom  child 

the  ovan-  is  elongated  and 
lies  parallel  to  the  Fallopian 
tube  iFig.  155V  In  rare 
cases  this  infantile  shape  of 
the  ovan-  may  persist 
^^^     throughout  life. 

The  general  shape  of  the 
f^.xi   ivv     i;o;;x  :v.;>c.  .;;v;  oxa:>     |„-v.:x:.  ovarv  is  oval.     The 

^•'^■■■*-«»ii\««»--\»«»^«..«.     .  _ 

a\  cr.igt?  measuTvments  are — 

lon^:  a\:N  ;  to  >  vv:v.:v.)c:o:>i;  b:v.u::!:.  ^  to  ;  centimeters; 

thiokv»ON\    :,^    :n:*/.;:v.c:c:^;   wcic'-'*    '^>^''   graiaSw     These 

n\v\;>iv,vv  v,u'r,;N  ,i:x^  >v,>'vv:  :o  c:x,;:  v.\::,i::o::s.    Henninc^'s 

■  •  •  *  ^  . 
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scars  which  in  time  cover  and  render  irregular  the  whole 
surface  of  the  ovary  (Fig.  156). 

The  surface  of  the  ovary  becomes  more  irregular  and 
wrinkled  after  the  menopause.  The  follicles  disappear, 
until  finally  nothing  is  left  but  a  mass  of  fibrous  tissue 
and  a  few  blood-vessels. 

The  ovary  lies  in  the  posterior  4ayer  of  the  broad  liga- 
ment.    It  is  attached  by  this  connection  with  the  broad 


.  156.— Ovatj-   (HI 


lelitivE   posilion 


ligament  and  by  the  ovarian  and  infundibulo-pelvic  liga- 
ments. 

The  ovarian  ligament  extends  from  the  inner  end  of 
the  ovar>-  to  the  angle  of  the  uterus  immediately  below 
the  origin  of  the  Fallopian  tube.  This  ligament  varies 
in  length  from  3  to  5  centimeters.  It  is  shortest  in  the 
virgin,  and  longest  in  the  multiparous  woman.  The 
ligament  consists  of  a  fold  of  peritoneum  containing  un- 
striped  mnscnlar  fiber  from  the  uterus. 

The   infundibulo-pelvic  ligament  is  that  part  of  the 
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upper  margin  of  the  broad  ligament  lying  between  the 
distal  end  of  the  Fallopian  tube  and  the  pelvic  wall.  It 
is  about  2  centimeters  in  length.  The  length  is  greatest 
in  the  multiparoiis  woman. 

The  position  of  the  ovary  is  maintained  by  its  attach- 
ments and  by  its  own  specific  gravity.  The  considera- 
tions that  have  been  discussed  in  regard  to  the  position 
of  the  uterus  also  apply  here. 

The  blood-vessels  are  the  ntero-ovarian  arteries  and  the 
ovarian  arteries  and  veins.     The  ovarian  artery  is  hoitiol- 
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FiC.  157. — View  of  the  poileiior  surface  of  (he  ulctu~,  KRllo)iiaii  tuhc.s, 
ovaries,  and  broad  ligmnenU.  The  i n rand ibuln-pcl vie  li^nnieiil  is  E.houn  on 
the  IcH  (Dickinson). 

ogous  to  the  Spermatic  artery  in  the  male.  The  course 
of  the  ovarian  veins  ha.-;  an  important  influence  upon 
some  pathological  conditions  of  the  ovaries. 

The  right  ovarian  vein  enters  the  inferior  vena  cava  at 
an  acute  angle,  and  at  the  jnnction  of  the  two  there  is  a 
verj'  perfect  valve. 

The  left  ovarian  vein  enters  the  left  renal  vein  at  a 
right  angle:  there  is  no  valve  on  this  side.  This  ana- 
tomical difference  affords  a  probable  explanation  of  the 
greater  tendency  to  congestion  and  prolapse  of  the  left 
ovar>*. 
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The  ovary  is  composed  of  connective  tissue  which  sur- 
rounds the  Graafian  follicles,  blood-vessels,  lymphatics, 
nerves,  and  inistriped  muscular  fibers.  The  posterior 
portion,  or  tlie  free  portion  of  the  ovarj',  is  covered  with 
the  germinal  epithelium,  or  modified  peritoneum,  which 
is  continuous  with  the  peritoneum  of  the  broad  liga- 
ment. 

The  ovary  is  divided  into  two  portions,  which  present 
distinct  anatomical,  physiological,  and  pathological  dif- 
ferences. 

The  oQphoroH  is  the  egg-bearing  portion  of  the  ovary. 
It  corresponds  to  the  free  border  of  tjie  gland. 

The  paroophoron  corresponds  to  the  hilum  of  the  ovary 
— that  portion  in  relation  with  the  broad  ligament. 

The  paroophoron  contains  no  ovarian  follicles.  It  is 
composed  of  connective  tissue  and  numerous  blood-ves- 
sels. In  the  paroophoron  of  young  ovaries  remnants  of 
gland- tubules — vestiges  of  the  Wolffian  body — may  be 
found. 

Accessory  oz'arics  liave  been  described  by  several 
writers,  and  their  existence  has  often  been  assumed  to 
account  for  the  persistence  of  menstruation  after  a  snp- 
lomplete  salpingo-oophorectomy.  It  is  very  doubt- 
ful if  a  true  accessory  ovary  has  ever  been  found.  Bland 
Sutton  says:  "As  the  evidence  at  present  stands,  an  ac- 
cessory ovary  quite  separate  from  the.  main  gland,  so  as  to 
form  a  distinct  organ,  has  yet  to  be  described  by  a  com- 
petent observer,"  It  is  probable  that  the  bodies  that 
have  been  described  as  accessory  ovaries  have  been  more 
or  less  detached  portions  of  a  lobnlated  ovary,  or  small 
fibro-myomatous  tumors  of  the  ovarian  ligament.  Ab- 
dominal surgeons  have  had  opportunity  of  examining 
thousands  of  ovaries  at  operation,  and  yet  I  know  of  no 
one  who  has  come  across  a  third  ovary. 
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CHAPTER   XXVIII. 

DISEASES  OF  THE  OVARIES  (Continued). 

HERNIA  OF  THE  OVARY. 

Hernia  of  the  ovary  may  take  place  through  the  in- 
guinal ring.  Congenital  hernia  of  the  ovary  is  extremely 
rare.  Bland  Sutton  says  that  there  is  no  properly 
authenticated  case.  Notwithstanding  the  frequency  of 
congenital  hernia  in  infants,  the  ovary  has  not  been 
found  in  the  hernial  sac  at  birth. 

In  cases  that  have  been  reported  as  congenital  hernia 
of  the  ovaries  the  structures  have,  on  microscopical  ex- 
amination, been  found  to  be  testicles,  the  individual 
being  hermaphroditic. 

Acquired  hernia  of  the  ovary  is  of  not  infrequent  oc- 
currence. The  ovar}'  may  occupy  the  hernial  sac  alone 
or  along  with  other  structures. 

Ovulation  may  occur  normally,  and  conception  may 
take  place.  A  true  corpus  luteum  has  been  found  in  an 
ovarv  contained  in  a  hernial  sac. 

The  ovary  may  Remain  in  the  inguinal  ring  or  may 
pass  into  the  labium  niajus.  In  some  cases  no  trouble 
whatever  arises  from  this  displacement.  Hernia  of  the 
ovary  has  been  found  accidentally  at  autopsy,  having 
been  entirely  overlooked  during  life.  In  other  cases 
swelling  and  severe  pain  may  be  experienced  at  the  men- 
strual periods. 

The  ovary  is  exposed  to  the  dangers  of  congestion  and 
inflammation.  Adhesions  may  result,  and  suppuration 
has  occurred.  In  such  cases  the  symptoms  of  ovaritis 
are  present. 

The  diagnosis  of  hernia  of  the  ovary  is  made  from 
palpation  of  the  gland;  from  the  determination,   by  bi- 
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manual  examination,  of  its  connection  with  the  uterus; 
from  the  characteristic  sickening  pain  experienced  upon 
pressure;  and  from  the  swelling  and  increased  pain  at 
the  menstrual  period. 

The  treatment  is  the  same  as  that  applied  to  hernia 
of  any  other  structure.  The  hernia  should  be  reduced 
if  possible,  and  retained  by  a  truss;  or  the  riuy  may  be 
closed  by  radical  operation  for  hernia.  If  the  ovary  is 
adJierent,  operation  is  necessary  before  reduction  can  be 
accomplished.  If  the  ovary  is  itself  grossly  diseased,  its 
removal  may  be  necessary. 

PROLAPSE  OF  THE  OVARY. 

Prolapse  of  the  ovary  is  a  downward  displacement  of 
this  organ  behind  the  uterus.  Various  degrees  of  pro- 
lapse occur,  from  a  slight  descent  to  complete  prolapse 
in  the  bottom  of  Douglas's  pouch. 

There  are  two  general  kinds  of  ovarian  prolapse.  In 
one  the  uterus  is  primarily  the  displaced  organ,  and  when 
prolapsed,  retroverted,  or  retroflexed,  it  drags  the  ovaries 
out  of  place  with  it.  Such  cases  have  been  referred  to 
in  discussing  uterine  displacement.  If  the  ovaries  are 
not  adherent,  they  usually  return  to  the  normal  position 
when  the  uterus  is  replaced.  Similar  to  this  kind  of  dis- 
placement of  the  ovary  is  that  which  occurs  in  disease 
of  the  Fallopian  tubes,  which,  when  enlarged,  descend 
and  drag  the  ovaries  with  them.  In  the  other  variety 
the  displacement  is  primary  in  the  ovar>-,  and  occurs  in- 
dependently of  any  displacement  of  the  uterus  or  other 
structure  to  which  it  is  attached.  It  is  such  prolapse 
that  will  be  considered  here. 

There  are  various  causes  of  ovarian  prolapse.  In 
some  cases  it  is  probable  that  the  position  of  the  ovaries 
in  the  bottom  of  Douglas's  pouch  is  congenital. 

A  sudden  strain  or  effort  is  said  to  have  produced  acute 
prolapse  of  the  ovar>'. 

Anything  that  increases  the  weight  of  the  ovary  mav 
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cause  its  descent.     Prolonged  congestion,  inflammation, 
or  small  ovarian  tumors  may  result  in  ovarian  prolapse. 

Subinvolution  is  the  most  frequent  cause  of  ovarian 
prolapse.  In  pregnancy  the  ovaries  become  very  much 
enlarged,  especially  the  left  one.  The  ovarian  ligament 
and  the  infundibulo-pelvic  ligament  become  much  in- 
creased in  length.  If,  after  labor,  involution  is  arrested 
or  is  incomplete  for  any  reason,  the  conditions  favorable 
for  prolapse  of  the  ovary  will  be  present — increased 
weight  of  the  ovary  and  relaxation  and  lengthening  of 
its  attachments.  Sometimes  the  cause  of  the  prolapse  is 
in  the  ligaments  alone.  The  ovary  may  have  returned  to 
its  normal  size,  while  the  ligaments  may  have  remained 
subinvoluted,  permitting  undue  freedom  of  movement. 

The  left  ovary  is  more  frequently  prolapsed  than  the 
right.  There  are  two  reasons  for  this  difference.  As  has 
just  been  said,  the  left  ovary  becomes  more  enlarged  dur- 
ing pregnancy,  and  therefore  suffers  more  from  subin- 
volution, and  the  arrangement  of  the  veins  on  the  left 
side  is  such  that  venous  congestion  is  ver>'  liable  to 
occur. 

When  prolapse  has  existed  for  a  long  time,  secondary 
changes  take  place  in  the  ovary  as  the  result  of  hyper- 
emia, and  the  condition  becomes  further  aggravated. 

Symptoms. — Slight  descent  of  the  ovary  very  often 
causes  no  snflTering  whatever.  When,  however,  the 
ovary  is  completely  prolapsed,  lying  in  the  bottom  of 
Douglas's  pouch,  between  the  posterior  wall  of  the 
vagina  and  the  rectum,  well-marked  symptoms  usually 
arise. 

The  woman  suffers  pain  whenever  she  is  in  the  erect 
position.  The  pain  is  increased  by  walking,  probably 
because  the  ovary  is  squeezed  between  the  cervix  and  the 
sacrum.  Coitus  sometimes  causes  intense  pain.  Defeca- 
tion causes  pain.  The  pain  begins  with  the  movements 
of  the  bowels,  and  often  lasts  for  one  or  two  hours  after- 
ward. It  is  dull  and  aching  in  character,  and  is  situated 
in   the  normal  position  of  the  ovary,    radiating  thence 
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throughout  the  pelvis  and  extending  down  the  thighs. 
It  frequently  produces  faintness  and  nausea. 

The  ovarian  pain  is  markedly  increased  at  the  men- 
strual periods. 

The  geueral  and  reflex  disturbances  produced  by  pro- 
lapse of  the  ovary  are  often  very  pronounced.  There 
may  be  headache,  indigestion,  hysteria,  and  great  mental 
depression.  A  reflex  pain  is  often  felt  in  the  breast  on 
the  same  side  with  the  afiected  ovary. 

Bimanual  examination  usually  reveals  the  condition. 
The  prolapsed  ovarj-  may  readily  be  felt  by  the  vaginal 
finger.  If  the  finger  is  introduced  high  up  behind  the 
cervix,  and  is  then  turned  with  the  palmar  surface  back- 
ward, the  ovary  may  be  caught  between  the  finger  and 
the  sacrum.  The  irregular  surface  of  the  ovary,  due  to 
the  prominent  vesicles  and  the  old  scars,  may  often  be 
felt.  When  the  ovar\'  is  pressed  upon  there  is  a  charac- 
teristic sickening  feeling  experienced  by  the  woman. 
Sometimes  she  cries  out  with  intense  pain  even  upon  the 
gentlest  pressure  on  the  ovar>-.  After  witnessing  such 
pain  th^  physician  realizes  the  extent  of  the  suffering  ex- 
perienced in  walking,  at  coitus,  and  at  defecation.  If 
the  ovary  is  not  adherent,  it  may  slip  from  the  examin- 
ing finger,  and  perhaps  may  not  be  felt  again  until  a 
subsequent  examination,  after  it  has  returned  to  its  pro- 
lapsed position. 

A  large  prolapsed  ovary  has  often  been  mistaken  for 
the  fundus  uteri,  and  has  caused  the  diagnosis  of  retro- 
flexion to  be  made.  This  mistake  will  not  occur  if  the 
examiner  determines  the  real  position  of  the  uterus  by 
palpation  or  by  the  sound.  The  uterus  may  usually  be 
moved  independently  of  the  prolapsed  ovarj'. 

Treatment. ^The  treatment  of  ovarian  prolapse  de- 
pends upon  the  cause  of  the  condition.  Prolapse  of  llie 
ovary  caused  by  uterine  displacement  is  usually  cured  by 
the  treatment  that  restores  the  uterus  to  its  normal  posi- 
tion. 

Prolapse  of  the  ovary  accompanying  tubal  disease  an4 


:ase  and  J 


330      A   TEXTBOOK  OF  DISEASES  OF  WOMEN, 

prolapse  caused  by  small  ovarian  tumors  demand  opera- 
tion and  removal  of  the  tube  and  ovary. 

When  the  ovary  is  not  adherent,  it  may  sometimes  be 
restored  to  its  normal  position,  or  at  least  be  considerably 
elevated,  so  that  the  suffering  is  much  relieved,  by  pla- 
cing the  woman  in  the  knee-chest  position  and  opening 
the  vagina.  In  this  position  all  the  pelvic  structures  are 
carried  upward. 

A  pledget  of  cotton  or  wool  placed  back  of  the  cervix, 
in  the  posterior  vaginal  fornix,  will  often  give  great 
temporar>'  relief  The  cotton  may  stay,  in  the  vagina  for 
twenty-four  to  forty-eight  hours. 

The  woman  should  be  advised  to  assume  the  knee- 
chest  position,  allowing  air  to  enter  the  vagina  by  intro- 
ducing the  nozzle-piece  of  the  vaginal  syringe,  once  or 
twice  daily.  The  best  time  is  immediately  before  retir- 
ing at  night,  and  she  should  afterwards  sleep  as  much  as 
possible  on  the  side,  in  the  Sims  position.  She  should 
remain  in  the  knee-chest  position  for  several  minutes — 
until  tired. 

In  addition  to  this  treatment,  the  pelvic  c6ngestion 
should  be  relieved  by  continuous  use  of  saline  laxatives, 
by  hot-water  vaginal  douches,  and  by  occasional  applica- 
tions of  Churchiirs  tincture  of  iodine  to  the  vaginal 
vault,  and  the  use  of  the  glycerine  tampon.  If  the  pro- 
lapse has  been  caused  by  subinvolution  of  the  ovary  and 
its  attachments,  such  treatment  may  ultimately  result  in 
cure.  The  enlarged  ovary  diminishes  in  size  and  weight, 
and  its  ligaments  contract  and  regain  tonicity. 

Subinvolution  of  the  uterus  is  often  also  present.  This 
condition  should  be  treated  as  has  already  been  advised. 

In  many  cases  of  ovarian  prolapse  there  have  taken 
place  in  the  ovary  secondary  changes  that  resist  such 
treatment  even  when  most  conscientiously  applied.  The 
physician  is  then  driven  to  the  operation  of  oophorectomy 
as  the  only  method  of  relieving  the  intolerable  suffering. 
This  operation  should  never  be  performed,  however,  until 
other  milder  treatment  has  been  carefully  tried,  and  un- 
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less  the  suffering  of  the  woman  incapacitates  her  for  the 
duties  of  life. 

In  some  cases  in  which  the  ovary  is  not  itself  grossly 
diseased  it  may  be  possible  to  avoid  oophorectomy,  and 
to  correct  the  displacement  by  attaching  the  ovary  by 
suture  to  the  upper  margin  of  tlie  broad  ligament,  or  by 
shortening  the  infundibu]o-])elvic  ligament  by  suture. 
If  the  ovary  has  become  adherent  in  Douglas's  pouch, 
the  condition  can  be  relieved  only  by  operation — celi- 
otomy, and  usually  oophorectomy, 

A  variety  of  pessaries  have  been  invented  for  the  relief 
of  ovarian  prolapse.  They  are  of  but  little,  if  any,  nse. 
In  many  cases  the  pressure  of  the  pessary  upon  the  ovary 
renders  its  employment  impossible.  No  pessary  will 
cure  a  simple  prolapse  of  the  ovary.  The  cases  in  which 
the  pessary  does  good  are  those  in  which  there  is  a  pri- 
mar>-  uterine  displacement. 


INFLAMMATION  OF  THE  OVARY;  OOPHORITIS  OR 
OVARITIS. 

Acute  Oophoritis. — In  acute  oophoritis  the  inflam- 
mation may  begin  on  the  surface  of  the  ovary  {peri- 
Qophorilis)  and  extend  inward,  or  it  may  begin  in  the 
ovarj'  itself.  When  the  disease  is  caused  by  extension 
of  the  inflammation  from  the  tubes,  it  usually  begins  as 
a  perioophoritis.  Both  the  follicular  and  interstitial  por- 
tions of  the  ovar>-  may  be  affected.  When  the  inflam- 
mation is  confined  chiefly  to  the  ovarian  follicles,  it  is 
said  to  \i<i  paremhymaloits;  when  the  connective  tissue  is 
chiefly  affected,  it  is  called  inlerstilial  oophoritis.  In 
acute  inflammations  all  portions  of  the  ovary  are  usually 
involved  at  one  time. 

The  changes  are  those  that  characterize  inflammation 
of  other  glandular  structures.  The  whole  organ  becomes 
swollen,  hypereniic,  and  edematous.  The  liquor  follicnii 
becomes  turbid;  the  membrana  granulosa  becomes  soft- 
ened and  disintegrated.  The  surface  of  the  ovary  may 
be  covered  with  an  inflammatory'  exndale.  In  severe 
septic  cases  the  whole  ovary  may  become  de^ 
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one  or  more  ovarian  abscesses  may  be  formed.  In  less 
severe  cases  the  inflammation  subsides  before  suppuration 
takes  place,  or  goes  on  to  chronic  oophoritis. 

The  usual  cause  of  acute  oophoritis  is  extension  of  in- 
flammation from  the  Fallopian  tube. 

Acute  oophoritis  may  also  occur  as  the  result  of  septic 
infection  carried  by  the  lymphatics  of  the  uterus.  The 
disease  is  not  uncommon  in  puerperal  sepsis.  Here  it 
often  forms  but  a  minor  part  of  a  general  fatal  infection. 

Gonorrhea  may  cause  oophoritis  in  a  similar  way. 

Acute  suppression  of  menstruation  is  said  to  result  in 
inflammation  of  the  ovaries. 

Acute  rheumatism  and  the  eruptive  fevers  may  produce 
ix)phoritis.  The  disease  of  the  ovaries  is  often  overlooked 
during  the  acute  attack^  while  the  attention  of  the  physi- 
cian is  ong;igeil  by  the  general  affection.  These  diseases, 
iKXMirring  in  childluxxl*  are  the  probable  causes  of  some 
of  the  damagvd  and  chronically  inflamed  ovaries  with 
which  wiMUou  xMitVcr  in  later  life.  To  these  diseases  also 
art^  to  Ih*  altrilnucvl  many  cises  of  arrested  development 
v^f  the  sexual  ap|Mrat\us  the  phenomena  of  which  appear 
ouU  at^T  nuMtstruativ^n  has  lx>gnn.  The  ovarian  dis- 
cavo  iu  :hcso  vws^^s  u\ay  K*  very  insidious.  Decided 
n\K"uviv\^pu"  v";Mni^v\s  b.avo  Kx^v*  for.ud  in  the  o\"arian 
tor,\v\v  »n  >va»*c:  tcvr:.  t^u^uc-*.  tv>  the  naked  eve  the 
j^.auv;  WAN  \v,UN\;\v^xv, 
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unnecessary  pain,  but  because  a  much  more  satisfactory 
examination  can  be  made  if  the  woman  does  not  fear  and 
resist  the  examiner. 

Treatment. — Tlie  treatment  of  acute  oophoritis  is  ex- 
pectant.    It  is  similar  to  that  already  advised  for  acute 
salpingitis.     The  physician  should  prescribe  absolute  rest 
n  bed;  hot  fomenlatious  over  the  abdomen;  saline  laxa- 
:ives;  and  warm  vaginal  douches  of  sterile  water  if  the 
pain  is  not  increased  by  them. 

If  suppuration  occurs,  immediate  laparotomy  with  re- 
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l-ir,.  158.— Cystic  nvary. 

nioval  of  the  diseased  strnctures  should  be  practised.     If 
the    acute    iuflaniniatiou   subside,    subsequent   operation 
nay  be  uecessary  for  the  chronic  inflammation. 

Chronic    Oophoritis.— Chronic    oophoritis,    like    the 
acute  form,  may  be  either  parenchymatous  or  interstitial. 
Usually  both  the  conuective  tissue  aud  the  ovarian  folli- 
cle.'? are  involved.     The  disease  is  usually  bilateral.     The 
tunica  albnginea  may  become  much  thickened,  aud  adhe- 
sions may  form  between  the  Dvar\-  and  the  adjacent  struc- 
tures. 

In  practice  we  find  chronic  oophoritis  in  two  forms: 

\ 
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The  ovary  may  be  cystic,  filled  with  a  number  of  cysts 
of  varying  size  up  to  that  of  a  marble  {Fig.  158).  These 
cysts  are  transformed  ovarian  follicles.  The  walls  are 
thickened,  and  the  ova  and  the  membrana  granulosa 
liave  undergone  fatty  degeneration  and  absorption.  The 
fluid  in  the  cysts  may  be  clear,  cloudy,  bloody,  or  gelat- 
inous. Sometimes  the  septa  are  absorbed,  and  several 
cysts  are  thrown  into  one  cavity.  The  connective  tissue 
of  the  ovary  is  increased  in  amount. 

The  ovary  becomes  enlarged,  though  it  rarely  exceeds 
the  size  of  a  hen's  egg. 


It  is  probable  that  this  form  of  inflammatory  change  is 
the  origin  of  some  kinds  of  small  ovarian  cystic  tumors. 

In  the  other  form  of  chronic  oophoritis  the  interstitial 
changes  are  most  marked.  There  is  a  decided  increase 
of  the  connective  tissue,  and  a  diminution  of  the  paren- 
chymatous or  follicular  structures.  The  ovary  is  hard 
and  cirrhotic,  and  is  of  a  lighter  or  paler  color  than 
normal;  the  visible  ovarian  follicles  are  few;  the  greater 
part  of  the  ovary  appears  to  be  a  mass  of  wrinkled  con- 
nective tissue;  in  some  cases  the  follicular  structure  is 
confined  to  but  one-quarter  of  the  ovary.  The  changes 
resemble  and  are  similar  to  those  that  take  place  physio- 
logically  in   the  ovaries  of  old  women  (see  Fig.    159). 
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Between  these  two  types  of  cystic  and  cirrhotic  ovaries 
various  forms,  combinations  of  the  two,  may  occnr.  The 
ovary  upon  one  side  may  be  cystic,  upon  the  other  cir- 
rhotic. 

The  causes  of  chronic  oophoritis  are  various.  The 
condition  may  persist  after  tiie  subsidence  of  acute 
oophoritis.  It  is  usually  secondary  to  salpingitis.  There 
are  ven,-  few  cases  of  chronic  salpingitis  that  are  not  ac- 
companied by  some  form  of  oophoritis.  The  disease 
may  be  chronic  from  the  beginning.  It  may  develop 
slowly  from  septic  or  gonorrheal  infection  from  the 
uterus.  It  may  result  from  subinvolution  or  prolapse  of 
the  ovarT,\ 

It  may  result  from  immoderate  sexual  irritation,  and 
from  unnatural  gratification  of  the  sexual  impulse. 

It  seems  probable  also  that  chronic  ovaritis  may  occur 
as  the  result  of  celibacy  or  sterility.  The  unceasing 
menstrual  congestions  of  the  virgin  or  the  sterile  woman, 
which,  as  has  already  been  pointed  out,  seem  to  predis- 
pose the  woman  to  fibroid  changes  in  the  uterus,  seem 
likewise  to  develop  the  growth  of  connective  tissue  in 
the  ovan,-.  Virgins  between  the  ages  of  thirty  and  forty 
often  present  hard  cirrhotic  ovaries  with  decided  diminu- 
tion of  the  follicular  elements.  The  condition  is  often 
associated  with  a  fibroid  state  of  the  uterus,  this  organ 
being  indurated  from  interstitial  fibroid  deposit,  or  pre- 
senting one  or  more  subperitoneal  nodules. 

Symptoms. — The  most  prominent  symptom  of  chronic 
oophoritis  is  pain.  The  disease  is  usually  bilateral,  and 
the  pain  affects  both  ovarian  regions;  it  is,  however, 
usually  more  marked  npon  the  left  side.  The  pain  is  in- 
creased by  the  erect  position  and  by  exercise,  defecation, 
and  coitus.  Pain  at  defecation  and  coitus  is  most  marked 
when  ovarian  prolapse  accompanies  the  inflammation. 

Tlie  pain  is  increased  at  the  menstrual  period.  It  is 
most  intense  immediately  liefore  and  at  the  beginning  of 
the  flow.  If  the  bleeding  is  profuse,  the  pain  is  often 
relieved. 
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Menorrhagia  often  accompanies  chronic  oophoritis,  and 
seems  to  occur  chiefly  with  the  cystic  variety  of  the  dis- 
ease. As  most  cases  of  oophoritis  are  accompanied  by 
endometritis  and  salpingitis,  it  is  difficult  to  determine 
how  important  a  part  in  the  production  of  the  menor- 
rliagia  is  played  by  the  ovarian  disease.  Reflex  pain  in 
the  region  of  one  or  both  breasts,  usually  the  left,  is  often 
complained  of 

The  reflex  disturbances  caused  by  chronic  oophoritis 
form  a  very  important  part  of  the  woman's  suffering. 
Loss  of  appetite,  digestive  disturbances,  nausea,  and 
vomiting  occur.  Hysteria,  profound  mental  depression, 
and  various  cerebral  derangements  take  place.  Sterility 
may  be  caused  by  chronic  oophoritis  if  the  ovarian  cap- 
sule becomes  so  thickened  that  rupture  of  ovarian  follicles 
cannot  take  place. 

Bimanual  examination  should  be  performed  with  great 
gentleness.  The  condition  of  the  ovary  may  be  most 
satisfactorily  determined  in  those  cases  in  which  the 
ovarian  lesion  is  the  chief  trouble  and  in  which  the  tubes 
and  other  pelvic  structures  are  not  coincidently  inflamed. 
If  the  ovarv  is  felt,  it  is  found  to  be  verv  tender  and  usu- 
ally  enlarged.  In  cases  of  long-standing  interstitial  in- 
flammation the  ov^arv  mav  be  below  the  usual  size.  Pal- 
pation  is  very  easy  if  the  ovary  is  prolapsed  in  Douglas's 
pouch. 

Chronic  oophoritis  rarely  recovers  spontaneously.  The 
woman  may  have  periods  of  relief,  but  the  symptoms  may 
all  recur  after  some  indiscretion  or  unusual  exercise. 
Suffering  usually  diminishes,  and  may  in  time  cease,  after 
the  menopause,  when  atrophy  takes  place  and  menstrual 
congestions  have  stopped. 

Treatment. — Chronic  oophoritis  usually  requires  oper- 
ative treatment  (salpingo-oophorectomy),  because  it  is 
associated  with  disease  of  the  tubes.  In  other  cases  a 
great  deal  may  be  accomplished  without  operation,  and 
the  woman  may  be  tided  over  the  period  of  menstrual 
life  until  permanent  relief  is  secured  at  the  menopause. 
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This  palliative  treatment  is  usually  applicable,  how- 
ever, only  to  those  women  who  are  not  dependent  for  a 
living  upon  their  own  labor.  It  is  best  to  begin  the  treat- 
ment by  putting  the  woman  to  bed  for  one  or  two  mouths; 
to  administer  daily  massage;  to  maintain  mild  purgation 
with  saline  purgatives;  to  make,  once  a  week,  applica- 
tions of  Churchill's  tincture  of  iodine  to  the  vaginal 
vault,  followed  by  the  glycerin  tampon;  and  to  give  hot- 
water  vaginal  injections  twice  a  day. 

If  there  is  any  disease  of  the  uterus,  such  as  laceration 
of  the  cervix  or  endometritis,  this  should  be  treated  first 

After  the  woman  leaves  her  bed  the  douches,  saline 
laxatives,  and  vaginal  applications  should  be  continued. 
Absolute  rest  in  the  recumbent  posture  should  be  pre- 
scribed at  the  menstrual  periods,  and  at  other  times  if 
the  ovarian  pain  becomes  severe.  Coitus  should  be  for- 
bidden during  the  treatment.  If  the  woman  is  unable 
to  begin  the  treatment  by  prolonged  rest,  the  subsequent 
part  of  the  treatment  advised  here  may  be  followed. 

This  treatment  always  does  good  for  a  time.  Unfortu- 
nately, its  results  are  not  often  permanent.  The  old  pain 
and  suffering  return  as  soon  as  the  woman  ceases  to  be 
under  medical  care.  If  the  iuflammatop.'  changes  have 
become  well  established,  no  permanent  good  results  from 
any  medical  treatment.  This  is  especially  true  in  those 
cases  in  which  the  original  causative  state  of  things  con- 
tinues after  treatment  is  given  up.  If  the  cirrhotic 
■  the  result  of  celibacy,  medicine  can  be  but 
palliative. 

Working- women  are  unable  to  obtain  the  proper  medi- 
cal treatment,  especially  -when  the  prospect  of  cure  is 
doubtful,  and  therefore,  if  their  suffering  incapacitates 
them,  must  be  subjected  to  the  operation  of  oophorec- 
tomy. 

In  any  case  oophorectomy  should  be  advised  if  the  suf- 
fering persists  after  carefully  tried  medical  treatment. 


d 
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APOPLEXY  OF  THE  OVARY. 

Heiiiorrliati^e  may  take  place  either  into  an  ovarian 
follicle,  in  which  case  it  is  called  follicular  hemorrhage; 
or  it  may  take  place  into  the  ovarian  stroma;  to  this 
condition  the  term  ovarian  apoplexy  is  applied. 

Hemorrhage  into  the  follicles  is  usually  small  in 
amount,  the  distended  follicle  rarely  exceeding  the  size 
of  a  hickory-nut.  In  case  of  cystic  degeneration  of  the 
ovary  small  blood-filled  cysts  may  be  present,  formed  by 
the  fusion  of  several  follicular  cysts.  Occasionally  the 
amount  of  blood  in  the  follicle  is  enough  to  cause  its  rup- 
ture. If  the  follicle  should  rupture  into  the  peritoneum, 
a  small  hematocele  would  result.  If  the  follicle  ruptures 
into  the  ovarian  stroma,  ovarian  apoplexy  occurs. 

Follicular  hemorrhage  and  ovarian  apoplexy  are  most 
liable  to  occur  during  the  congestion  of  a  menstrual 
period. 

Such  hemorrhages  are  not  infrequent  in  the  acute 
fevers  and  in  scurvy.  The  symptoms  of  the  condition 
are  in  no  wav  characteristic.  If  the  exact  state  of  the 
ovary  were  known  from  previous  examination,  follicular 
hemorrhage  or  apoplexy  might  be  suspected  from  the  de- 
tection of  a  sudden  ovarian  enlargement  and  pain  unac- 
companied by  symptoms  of  inflammation. 

The  blood  is  usually  absorbed,  and  unless  some  accom- 
panying disease  of  the  ovary  is  present,  spontaneous  re- 
covery will  result. 

OVARIAN  HYDROCELE. 

Ovarian  hydrocele  is  a  rare  disease,  the  true  nature  of 
which  has  been  explained  by  Bland  Sutton.  Most  of 
the  cases  that  have  been  reported  have  been  mistaken 
for  tubo-ovarian  cvsts.  The  tubo-ovarian  cvst  has 
alreadv  been  described.  It  is  a  cvst  that  results  from  in- 
flammatory  disease  of  the  tube,  and  is  formed  by  the 
union  of  the  cavities  of  a  closed  Fallopian  tube  and  a 
follicular  cyst  in  the  ovary. 
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Ovarian  hydrocele  lias  a  different  origin.  To  understand 
it  a  brief  reference  to  the  relation  between  the  ovary  and 
the  broad  ligament  is  necessary.  I  quote  from  Bland 
Sutton:  "The  ovary  projects  from,  and  is  invested  by 
the  posterior  layer  of  the  broad  ligament.  Wlieu  the 
parts  are  examined  in  silu,  the  ovary  will  be  found  to  lie 
in  or  upon  the  edge  of  a  shallow  recess  in  the  mesosal- 
pinx. This  recess  is  the  ovarian  sac  (Fig.  i6o).  It 
varies  in  depth;  in  many  it  is  small  and  inconspicnous, 
whilst  in  others  it  is  sufficiently  deep  to  accommodate 


Fig.  i6o, — Left  Fsllopiin  tube  from  a 


ladull  (aflerRichnrrf), 


the  entire  ovary.  In  the  virgin  the  ampulla  of  the  tube 
falls  over  the  mouth  of  this  recess  and  conceals  the  ovary. 
This  relation  of  parts  is  usually  disturbed  in  the  first 
pregnancy. ' ' 

Tail'  .says:  "In  a  few  exceptions  I  have  seen  a  cre- 
scentic  double  fold  of  the  posterior  layer  of  the  broad 
ligament  pass  down  behind  the  ovary,  covering  il  like 
the  hood  of  a  '  Nepenthes '  j^Iand.  In  all  such  cases  the 
women  have  been  sterile,  probably  because  this  hood  has 
prevented  the  application  to  the  ovary  of  the  opening  of 

1  Disrasti  ef  Ihf  Ot-arits.  (883,  p.  6. 
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the  oviduct.  I  have  seen  this  arrangement  give  great 
trouble  in  the  removal  of  small  ovaries."  In  some 
animals  the  ovarian  sac  is  much  better  developed  than  in 
the  human  female.  In  the  hyena  it  forms  a  complete 
tunic  to  the  ovar>',  the  cavity  of  the  sac  communicating 
with  the  peritoneum  by  a  small  opening.  In  rats  and 
mice  the  sac  is  complete,  and  the  Fallopian  tube  com- 
municates with  the  ovarian  sac,  but  not  with  the  general 
peritoneal  cavity. 

Ovarian  hydrocele  occurs  in  women  when  the  abdom- 
inal  ostium  of  the  Fallopian  tube  opens  into  a  well- 
formed  ovarian  sac  and  the  common  cavity  becomes  dis- 
tended with  fluid. 

Sutton  sums  up  the  peculiarities  of  ovarian  hydrocele 
as  follows: 

I.  The  Fallopian  tube  opens  by  its  abdominal  ostium 
into  a  sac  on  the  posterior  aspect  of  the  broad  ligament. 

II.  The  tube  is  elongated,  dilated,  and  tortuous,  re- 
sembling a  retort  with  a  convoluted  delivery  tube. 

III.  As  a  rule,  there  is  no  evidence  of  inflammation. 
The  cyst  may  suppurate  should  the  tube  become  affected 
with  salpingitis. 

IV.  In  small  cysts  the  ovary  will  be  found  projecting 
on  the  floor  of  the  sac.  In  larger  specimens  it  will  be 
incorporated  with  the  wall  of  the  sac,  and  in  very  large 
specimens  it  is  unrecognizable. 

An  ovarian  hydrocele  may  attain  considerable  size.  A 
case  has  been  reported  in  which  three  pints  of  straw- 
colored  fluid  were  found  in  the  cyst.  An  ovarian  hydro- 
cele is  sometimes  intermitting,  discharging  its  contents 
through  tho  tube  into  the  uterus. 

The  symptoms  of  ovarian  hydrocele  resemble  those  of 
a  small  ovarian  cvst  or  a  tubo-ovarian  cyst. 

The  (rcatmcut  is  celiotomy  and  removal  of  the  tube 
and  ovary,  or,  when  practicable,  the  liberation  of  the 
adherent  end  of  the  Fallopian  tube. 
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The  histogenesis  of  cystic  tumors  of  the  ovary  is  not 
yet  definitely  settled.  Every  structure  that  enters  into 
the  composition  of  the  ovary  has  been  supposed  to  form 
the  starting-point  of  these  tumors.  There  are  many  clas- 
sifications of  ovarian  cysts  based  upon  the  clinical,  struc- 
tural, or  genetic  features.  The  classification  given  here 
seems  to  me  to  be  the  best  we  have  at  preseut  for  the 
practical  physician. 


Fic   l6l, — Diaijtan 


l^^-'diS" 


Cystic  tumors  of  the  ovarv'  may  be  divided  into  two 
general  classes: 

I.  Oophoritic  cysts,  which  originate  from  the  oophoron, 
or  the  egg-bearing  portion  of  the  ovarj'. 

II.  Paroophoritic  cysts,  which  originate  in  the  paro- 
ophoron. 
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OOPHORITIC  CVSTS. 

Cysts  of  the  oophoron  may  be  subdivided  into  (n)  Fol- 
licular cysts;  (A)  Glaudular  cysts;  (c)  Dermoid  cysts. 

Follicular  Cysts. — Follicular  cysts  uriginate  in  the 
ovarian  foHicles.  If  auything  occurs  to  prevent  the 
physiological  rupture  of  a  mature  ovarian  follicle,  a  fol- 
licular cyst  may  be  started.  Such  cysts  begin  as  reten- 
tion-cysts of  the  ovarian  follicles. 

The  condition  is  usually  the  result  of  chronic  inflam- 
mation. The  formation  of  new  connective  tissue  in  the 
ovarian  stroma,  the  thickening  of  the  tunica  albuginea, 


the  presence  of  inflammatory  exudate  upon  the  surface 
of  the  ovary,  may  all  prevent  the  rupture  of  the  follicles. 
In  addition,  the  inflammatory  congestion  of  the  walls  of 
the  follicle  produces  an  increased  exudation  into  the 
ovisac. 

It  seems  probable  that  such  inflammatory  action  may 
also  produce  cystic  distention  in  the  immature  follicles 
that  are  situated  remote  from  the  surface  of  tlie  ovarj'. 

Follicular  cysts  may  occur  at  any  age,  though  they  are 
most  common  during  the  period  of  sexual  activity.     The 
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follicular  cysts  may  occur  in  one  or  in  both  ovaries;  usu- 
ally both  ovaries  are  affected. 

Only  one  follicle  may  be  involved,  or  a  large  number 
of  follicles,  in  different  degrees  of  cystic  distention,  may 
be  found  scattered  thronghout  the  ovary. 

Frequently  one  follicle  enlarged  to  the  size  of  a  hen's 
egg  is  observed  projecting  from  the  surface  of  the  ovary. 
Sometimes  the  intervening  septa  atrophy,  and  one  large 
cavity  is  formed  by  the  union  of  two  or  more  cystic 
follicles. 

Follicular  cysts  of  the  ovary  do  not  increase  indefinitely 
with  age.  They  are  limited  in  growth,  and  in  this  re- 
spect differ  essentially  from  the  glandular  oophoritic 
cysts.  They  are  usually  about  the  size  of  a  hen's  egg. 
They  rarely  attain  a  size  greater  than  that  of  the  adult 
fist.  Exceptional  cases  have  been  reported  in  which  the 
ovarian  tumor  was  the  size  of  the  adult  head.  The  tumor 
may  be  composed  of  one  chief  cyst-cavity,  while  the  rest 
of  the  ovary  may  present  a  much  less  marked  degree  of 
cystic  distention;  or  a  large  number  of  follicles  may  be 
uniformly  distended  each  to  the  size  of  a  cherry,  forming 
an  ovarian  tumor  as  large  as  a  child's  head. 

When  the  ovarian  follicle  becomes  distended  the  walls 
usually  increase  in  thickness  and  strength. 

The  interior  of  the  cyst  is  smooth.  The  character  of 
the  lining  membrane  varies  with  the  size  of  the  cavity. 
In  small  cysts  it  is  the  menibrana  granulosa — columnar 
epithelium.  In  cysts  of  medium  size  the  cavity  is  lined 
with  stratified  epithelium.  In  the  largest  cavities  there 
may  be  no  epithelium  present,  the  lining  membrane  be- 
ing fibrous  tissue. 

The  follicular  cyst  is  usually  filled  with  clear  serum 
having  a  speci5c  gravity  of  1005  to  1020.  It  resembles 
normal  liquor  folliculi.  The  fluid  may  be  purulent  as  a 
result  of  septic  infection,  or  it  may  be  brown  or  black 
from  the  presence  of  altered  blood.  Ova  are  sometimes 
found  in  follicular  cysts  of  moderate  size.  Sometimes 
hemorrhage  takes   place  into  the  follicular  cyst,   form- 
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ing  a  follicular   blood-cyst,   which  may  attain  the  size 
of  a  man's  fist. 

Cys/  of  the  Corpus  Lu/eum, — A  variety  of  the  follicular 
cyst  is  the  cyst  of  the  corpus  luteum.  Such  a  cyst  is 
formed  by  the  degeneration  and  cystic  distention  of  a 
corpus  luteum.  These  cysts  are  usually  of  small  size, 
rarely  exceeding  that  of  a  walnut.  The  walls  are  thick 
and  of  a  characteristic  light-yellow  color.  The  cavity  is 
lined  by  a  delicate  membrane.  Cysts  of  the  corpus 
luteum  are  rare  in  the  human  female,  but  are  very 
common  in  some  of  the  lower  animals — the  cow  and  the 
mare. 

The  syynptoms  caused  by  follicular  cysts  are  those 
of  pressure  and  ovarian  pain.  The  cyst  may  become 
impacted  and  adherent  in  the  pelvis,  and  may  cause 
pressure.  The  ovarian  pain  is  analogous  to  that  de- 
scribed under  Chronic  Oophoritis.  The  pain  that  ac- 
companies this  form  of  cystic  tumor  of  the  ovary  is  much 
more  marked  than  in  the  case  of  the  larger  kinds  of  ova- 
rian cyst,  which  may  be  unattended  by  any  ovarian  pain 
whatever.  In  some  cases  follicular  cystic  disease  of  the 
ovaries  is  accompanied  by  menorrhagia  or  metrorrhagia 
which  is  only  relieved  by  oophorectomy.  This  symptom, 
however,  is  not  usual. 

The  diagnosis  of  the  condition  is  made  by  bimanual 
examination  and  bv  observation  of  the  clinical  course  of 
the  disease.  The  cystic  disease  is  very  often  bilateral. 
The  ovarian  enlargement  is  slow  in  development  and  is 
always  limited.  A  moderate  maximum  size  is  reached 
and  may  persist  for  years. 

Treatment, — The  only  curative  treatment  of  follicular 
cystic  disease  of  the  ovaries  is  by  operation  and  removal 
of  the  tumor.  Operation  is  required  only  in  those  cases 
in  which  the  suflfering  is  great.  The  mere  presence  of 
the  cystic  ovary  does  not  demand  operation,  whether  it 
causes  physical  suffering  or  not,  as  in  the  case  of  the 
cystic  tumors  hereafter  to  be  considered.  It  must  be  re- 
membered, however,  that  it  is  often  difficult  or  impossible 
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to  make  a  differential  diagnosis  between  follicular  cyst  of 
the  ovary  and  a  young  glandular  or  papillomatous  cyst, 
and  it  is  very  much  safer  in  all  doubtful  cases  to  adopt 
tlie  operative  rather  than  the  expectant  plan  of  treatment. 
If,  after  the  abdomen  is  opened,  the  cyst  is  found  to  be 
follicular,  the  ovary  need  not  necessarily  be  removed. 

If,  at  the  time  of  operation,  the  ovary  is  fotmd  to  pre- 
sent but  one  follicular  cystic  cavity,  this  may  be  opened 
and  evacuated  and  part  of  the  wall  may  be  excised.  If 
bleeding  occurs  from  the  edges  of  the  cyst-wall,  it  may  be 
controlled  by  whipping  with  a  fine  continuous  snture  of 
silk  or  catgut.  Sonic  operators  avoid  this  bleeding  by 
opening  the  cyst  with  the  cautery-knife.  In  any  case 
the  bleeding  is  usually  slight  if  a  thin  portion  of  the  cyst- 
waU  is  selected  for  the  incision.  If  the  ovary  is  filled 
with  a  number  of  cystic  cavitie.s,it  is  safest  to  remove  the 
whole  organ.  If  the  woman  be  young  and  anxious  for 
children,  the  small  cysts  may  be  individually  incised  and 
the  ovary  returned  to  the  abdomen.  This  latter  proceed- 
ing is  especially  desirable  in  case  both  ovaries  are  dis- 
eased. When  but  one  is  affected,  the  surgeon  need  not 
hesitate  so  much  before  performing  oophorectomy. 

If,  as  is  very  often  the  case  in  cystic  disease  of  this 
character,  the  Fallopian  tubes  are  found  closed  by  inflam- 
matory adhesions,  salpingo- oophorectomy  is  usually  indi- 
cated. 

Glandular  Cysts. — Glandular  cysts  are  also  called 
multilocithir  oi'arian  cysts  or  ovarian  adenomata. 

It  was  formerly  thought  that  all  ovarian  cysts  originated 
in  the  Graafian  follicles.  This  view  has  now  been  given 
up  by  most  pathologists.  The  follicular  cysts  that  have 
just  been  described  never  attain  a  large  size,  and  run  a 
distinctly  different  course  from  the  glandular  cysts  now 
under  consideration. 

The  glandular  cysts  probably  originate  from  the  tubes 
of  Pfliiger.  It  will  be  remembered  that  in  the  embryo 
the  ovary  contains  many  epithelial  tubules  derived  from 
the  germinal   epithelium  that  covers  the  surface  of  the 
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ovary.  These  are  the  tubes  of  Pfliiger.  In  the  process 
of  development  they  become  converted  into  Graafian 
follicles.  Abnormally  they  persist,  and  have  been 
found  in  the  ovary  at  an  advanced  age,  as  late  as  the 
seventy-fifth  year.  In  the  newborn  infant  these  tubes 
have  been  found  cystic — the  size  of  a  pea.  Such  cystic 
degeneration  of  persistent  tubes  of  Pfliiger  is  the  probable 
origin  of  glandular  cysts  of  the  ovary.  According  to  this 
view,  all  such  cysts  are  due  to  a  congenital  defect.  Some 
are  perhaps  formed  congenitally,  and  remain  stationary 
or  develop  in  later  life. 

The  central  cells  of  the  tubes  of  Pfliiger  soften  and  be- 
come liquefied,  and  the  tube  becomes  distended  into  a 
small  pouch  lined  with  primitive  glandular  epithelium. 

The  outer  surface  of  a  typical  glandular  cyst  of  the 
ovary  presents  a  smooth,  glistening,  silvery  appearance. 
This  appearance  is  subject  to  considerable  variation  ac- 
cording to  the  character  of  the  cyst-contents,  the  thick- 
ness of  the  wall,  and  the  inflammatory  and  necrotic 
changes  that  have  taken  place.  Sometimes  there  are 
ocher-colored  or  brownish  spots  upon  the  surface. 

The  surface  of  the  cyst  is  often  lobulated,  from  the 
presence  of  smaller  cysts  or  a  collection  of  secondary 
cvsts  in  the  wall. 

The  zvall  of  the  cyst  is  composed  of  fibrous  tissue  con- 
taining elastic  and  unstriped  muscular  fibers.  Traces  of 
normal  ovarian  tissue  may  be  discovered  in  the  cyst-wall. 
Sometimes  a  corpus  luteum  is  found  in  the  wall  of  a  cyst 
of  lar<^e  size,  showing  that  ovarian  follicles  may  ripen 
and  rupture,  and  that  conception  may  take  place  ev^en 
tliou<^h  the  ovary  is  grossly  diseased. 

The  thickest  portion  of  the  cyst-wall  is  that  in  the 
region  of  the  pedicle.  The  thinnest  portion  is  usually 
opposite  the  peduncular  attachment. 

By  careful  dissection  the  wall  may  generally  be  divided 
into  three  layers — an  external  and  an  internal  layer  of 
fibrous  structure,  and  a  middle  layer  of  loose  connective 
tissue.     This  differentiation  is  best  marked  in  the  region 


CYST/C  TUMORS  OF  THE  OVARY.  347 

of  the  pedicle.  In  the  thinnest  part  of  the  cysl  the  coats 
become  blended  into  a  thin,  hoinogeneons,  fibrous  struc- 
ture. 

The  outer  surface  of  the  cyst  is  covered  with  a  layer  of 
endothelial  cells.  This  is  not  a  peritoneal  investment 
It  is  intimately  connected  with  the  outer  fibrous  coat  of 
the  cyst,  and  cannot  be  stripped  off.  In  this  respect  these 
cysts  differ  from  some  hereafter  to  be  described,  in  which 
there  is  a  distinct  detachable  peritoneal  covering. 

The  blood-vessels  of  the  tumor  are  distinguished 
throughout  the  fibrous  wall.  When  three  lamellae  are 
present,  the  large  arteries  are  found  in  the  middle  layer. 
Lymphatics,  often  of  large  size,  are  also  found  in  the 
cyst-wall. 

The  glandular  cyst  is  always,  at  first,  inultilocular;  the 
tumor  is  made  up  of  several  cyst-cavities.  As  the  tumor 
increases  iu  size  the  pressure  causes  atrophy  of  interven- 
ing septa,  so  that  two  or  more  cavities  are  thrown  into 
one,  and  the  number  of  locnli  becomes  correspondingly 
diminished.  As  the  cyst  grows,  therefore,  the  tendency 
is  toward  the  unilocular  form.  Careful  examination  of 
a  unilocular  glandular  cyst  will  usually  reveal  the  re- 
mains of  atrophied  septa  upon  the  walls. 

The  epithelial  linitig  of  these  cysts  is  usually  composed 
of  columnar  cells.  In  cavities  of  large  size  the  cells  are 
flattened  by  pressure,  and  in  cavities  of  the  largest  size 
fatty  degeneration  and  atrophy  may  have  taken  place,  so 
that  the  lining  cells  entirely  disappear. 

The  cavities  are  often  lined  with  a  soft,  velvet\  mem- 
brane, microscopically  similar  to  mucous  membrane. 
The  columnar  epithelium  dips  below  the  surface  to  form 
complex  mucous  glands.  These  glands  may  become  ob- 
structed, and  secondary  mucous  retention-cysts  are  formed 
in  the  walls  of  the  parent  cyst.  Snch  a  mass  of  second- 
ary cysts  is  often  seen  projecting  into  the  main  cyst-cav- 
ity or  forming  a  lobulated  prominence  upon  its  outer 
surface. 

Follicular  cystic  degeneration,  such  as  has  already  be 


348      A    TEXT-BOO/^  OF  D/SEASES  OF  WOMEN. 

described,  may  occur  in  the  ovariau  tissue  of  the  wall  of 
the  glandular  cyst,  so  that  a  secondary  group  of  small 
cystic  cavities  may  be  formed. 

It  is  thus  seen  that   the  structure  of  an  oophoritic 
glandular  cyst  may  be  very  complex.    There  may  be  one 
or  more  chief  cyst-cavities,  on  the  walls  of  which  may  be 
discovered  the  remains  of  septa  which  had  formerly  sub- 
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FlG.  163.— An  ofliiliutitic  elandular  cyel.     The  section  iliuws  the  remainE  of 
an  atropbieil  seiHuiii.  b  number  of  follicuUr  cystE  in  ihe  wail,  and  to  ihe  righ 
a  group  of  mucous  lelention-cj-its. 

divided  them.     Projecting  into  the  cavities  may  be  seen 
honeycomb-like  masses  of  secondary  mucous  retention- 
cysts;  while  in  the  walls  of  the  tumor,  perhaps  render- 
ing the  surface  lobulated,  may  be  seen  minor  cyst-cavities 
formed  by  beginning  glandular  cystic  degeneration  or  by 
simple  cystic  degeneration  of  ovarian  follicles  (Fig.  163). 
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The  conlcnls  of  a  glandular  cyst  vary  greatly,  not  only 
in  different  cysts,  but  in  the  different  cavities  of  the  same 
cyst. 

The  fluid  may  be  thin  and  colorless;  it  may  resemble 
thick,  tenacious  mucus;  it  may  be  oily  or  syrupy  in  con- 
sistency; or  it  may  resemble  transparent  jelly.  It  may  be 
colorless,  yellow,  apple-green,  or  brown  or  black  from  the 
presence  of  decomposed  blood.  As  a  rule,  the  fluid 
becomes  thiuner  as  the  cyst  increases  iu  size  and  age. 
The  change  is  probably  due  to  the  alteration  that  takes 
place  in  the  character  of  the  lining  membrane  under  the 
influence  of  continuously  increasing  pressure. 

The  specific  gravity  of  the  fluid  varies  from  loio  to 
1050. 

As  glandular  cysts  of  the  ovary  originate  in  the  free 
border  of  the  gland,  they  are  in  the  great  majority  of 
cases  intra-peritoneal  in  their  growth.  They  grow  into 
the  peritoneal  or  the  abdominal  cavity;  they  do  not  push 
aside  layers  of  peritoneum,  like  the  cysts  that  originate 
between  the  folds  of  the  broad  ligament,  and  which  are 
extra-peritoneal  in  their  development. 

Very  rarely  glandular  cysts  of  the  ovary  have  been 
found  that  grew  between  the  layers  of  the  broad  ligament 
and  were  extra -peritoneal  in  development.  It  may  be 
that  in  such  cases  the  ovary  itself  had  occupied  an  ab- 
normal  position. 

The  shape  of  the  ovary  is  very  early  destroyed  by  a 
glandular  cyst.  The  ovarian  tissue  is  incorporated  with, 
and  is  spread  throughout  the  cyst-wall.  In  small  tumors 
the  remains  of  the  hilum  may  be  found  at  the  pedicle. 
In  no  case  is  the  body  of  the  ovary  discoverable  as  a 
distinct  structure  lying  upon  the  surface  of  the  cyst. 

The  pedicle  of  the  cyst  is  composed  of  the  ovarian  lig- 
ament, the  upper  portion  of  the  broad  ligament,  and  the 
Fallopian  tube.  These  structures  are  all  more  or  less 
thickened  and  lengtheued  as  a  result  of  the  traction  and 
of  the  altered  nutrition  produced  by  the  growing  cyst. 

The  vessels  of  the  pedicle   that  are  derived  from   the 
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ovarian  and  uterine  arteries  are  of  various  size.  The 
arteries  rarely  exceed  the  size  of  the  radial  artery. 

Glandular  cysts  are  of  unlimited  growth.  They  in- 
crease in  size  until  they  destroy  the  woman  by  direct 
pressure.     They  literally  crowd  her  out  of  existence. 

The  size  they  may  attain  is  determined  only  by  the 
powers  of  resistance  of  the  woman  and  the  distensibility 
of  the  abdominal  walls.  Glandular  cysts  have  been  re- 
moved that  weighed  200  pounds. 

The  shape  of  the  glandular  cyst  is  approximately 
spherical.  If  is  often  distorted  by  pressure,  and  portions 
of  the  tumor  may  represent  a  mould  of  parts  of  the  pel- 
vic or  posterior  abdominal  walls. 

The  glandular  cyst  is  usually  unilateral.  The  propor- 
tion of  cases  in  which  both  ovaries  are  affected  seems  to 
be  about  4  per  cent. 

In  some  cases,  when  both  ovaries  are  affected,  the  cysts 
may  become  fused,  so  that  a  single  tumor  is  formed,  at- 
tached by  two  distinct  pedicles.  Operation  in  such  cases 
is  often  very  embarrassing. 

The  glandular  cyst  is  the  most  common  form  of  ovarian 
tumor.  It  may  occur  at  any  time  of  life  from  childhood 
to  old  age.  It  is  most  common  between  the  ages  of 
twenty  and  fifty. 

Dermoid  Cysts. — A  dermoid  cyst  of  the  ovary  is  cha- 
racterized by  the  presence  of  skin  and  cutaneous  appen- 
dages. Dermoid  cysts  are  found  in  various  parts  of  the 
body,  but  they  occur  most  frequently  in  the  ovary.  Of 
188  dermoid  cysts  reported  by  Lebert,  129  occurred  in 
the  ovary. 

Dermoid  cysts  comprise  from  4  to  5  per  cent,  of  all 
ovarian  tumors. 

Simple  ovarian  dermoids  are  usually  of  small  or  mod- 
erate size,  varying  from  the  size  of  a  hen^s  egg  to  that  of 
the  adult  head.  The  cvsts  rarely  contain  more  than  8 
pints  of  fluid. 

Dermoid  cysts  may  become  larger  by  fusion  with  gland- 
ular cysts  or  as  the  result  of  inflammation.    Dermoid  cysts 
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are  usually  uniiateral;  both  ovaries  are  affected  in  about 
20  per  cent  of  the  cases.  They  are  primarily  unilocular. 
Sometimes  two  or  more  dermoid  cysts  spring  from  the 
same  ovary,  and  these  contemporaneous  cysts  may  be- 
come united,  and  the  contiguous  walls  may  atrophy  so 
that  the  cavities  communicate. 

Dermoid  cysts  of  the  ovary  have  been  found  at  all  ages 
— in  the  fetus  of  eiglu  months  and  in  women  over  eighty 
years  of  age.  They  are  observed  most  frequently  from 
the  fifteenth  to  the  forty-fifth  year, 

Tlie  external  appearance  of  the  dermoid  cyst  differs 
from  that  of  the  glandular  cyst.  It  is  dull  and  often 
yellowish  or  brownish  in  color. 

Upon  the  internal  surface  of  the  cyst  is  found  a  mem- 
brane which  looks  like  skin  and  which  has  a  similar 
structure.  The  skin  may  cover  the  whole  of  the  surface 
of  the  cavity,  or  it  may  be  restricted  to  a  small  area. 

The  following  cutaneous  appendages  are  found:  hair, 
sebaceous  glands,  sweat-glands,  teeth,  mamnife,  lioni, 
nails.  The  cyst  may  also  contain  bone,  unstriped  mus- 
cle, and  tissue  resembling  brain-matter. 

The  hair  may  arise  from  the  whole  surface  of  the  cyst, 
or  tufts  of  various  length  may  be  foimd  growing  from 
slight  prominences  of  the  surface.  The  hair  is  usually 
short;  it  is  sometimes  found,  however,  varying  in  length 
from  4  or  5  inches  to  5  feet. 

There  seems  to  be  no  relation  between  the  color  of  the 
hair  of  the  dermoid  and  that  upon  the  external  surface 
of  the  body  of  the  individual.  The  hair  in  an  ovarian 
dermoid  of  a  negress  has  been  found  of  a  blonde  color. 

The  hair  changes  in  color  with  age,  and  in  an  old 
woman  may  become  white. 

The  hair  is  constantly  shed,  and  the  cyst  may  contain 
a  large  quantity  of  short  loose  hair  mixed  with  the  other 
contents.  Sometimes  the  shed  hair  is  found  rolled  up  in 
s  of  sebaceous  matter. 

Sebaceous  glands  and  sweat-glands  are  usually  nu- 
merous. 
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Teeth  may  be  found  free  in  the  cyst-cavity,  or  they 
may  be  attached  to  bone  or  cartilage  within  the  cyst-wall, 
while  the  crowns  project  into  the  cavity;  or  they  may  lie 
completely  imbedded  in  the  wall.  They  are  often  well 
formed,  though  they  may  be  faulty  in  development  and 
shape.  They  are  usually  few  in  number,  ranging  from 
one  to  ten.  Many  more  teeth  than  this,  however,  are 
sometimes  found;  in  one  case  there  were  300. 

Mammae  are  found  in  various  degrees  of  development. 
In  some  cases  there  are  present  one  or  more  tags  of  skin 
resembling  a  nipple.  In  others  the  mamnicne  may  be  well 
formed  and  may  contain  glandular  tissue. 

The  bones  appear  as  delicate  laminae  or  spiculse  in  the 
cyst-wall.  They  often  present  a  striking  resemblance 
to  the  flat  bones  of  the  skull  and  the  jaw-bones. 

The  contents  of  a  dennoid  cyst  vary  in  consistency. 
All  the  substances  discharged  from  the  lining  membrane 
enter  into  their  composition.  They  may  consist  of  a 
thick  oily  fluid  of  a  yellowish  or  brown  color,  or  a  pulta- 
ceous,  semi-solid  mass.  They  resemble  the  contents  of 
a  wen  or  a  sebaceous  cvst.     Thev  are  usuallv  filled  with 

^  -r  ^ 

loose  hairs  and  exfoliated  epithelium.  Though  the  fatty 
contents  may  be  in  a  fluid  condition  during  life,  yet  they 
solidify  when  exposed  to  the  air  and  after  death. 

In  some  cases  a  dermoid  cvst  has  been  found  in  one 
ovary  while  a  glandular  cyst  was  in  the  other.  Again,  a 
single  ovary  may  be  the  seat  of  a  mixed  tumor  composed 
of  dennoid  and  glandular  cysts.  In  most  of  such  cases 
the  dermoid  forms  a  single  loculus  of  the  tumor.  Some- 
times the  septum  between  the  dermoid  cavity  and  the 
glandular  cystic  cavity  atrophies  and  the  two  cavities 
are  thrown  into  one.  Such  an  occurrence  explains  those 
cases  in  which  the  cavity  of  a  multilocular  cyst  is  found  to 
be  partly  lined  with  skin  which  is  continuous  with  the 
cylindrical  epithelium  characteristic  of  the  <^landular 
cvst. 

The  sebaceous  glands  and  the  sweat-glands  in  the  walls 
of   an   ovarian    dermoid    may    become    obstructed    and 
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undergo  cystic  degeneration,  forming  in  this  way  groups 
of  secondar\'  cysts. 

Dermoid  cysts  of  the  ovary  are  usually  intra-peritoneal 
in  their  growtli,  like  the  glandular  cysts.  In  some  cases, 
however,  ihey  develop  between  the  layers  of  the  broad 
ligament,  and  may  assume  any  of  the  positions  charac- 
teristic of  such  extra-peritoneal  growths. 


There  is  an  interesting  variety  of  ovarian  cysts  which 
is  characterized  by  the  presence  of  papilloiuata,  or  warts, 
upon  the  inner  .surface.  These  cysts  arise  from  the  paro- 
ophoron or  from  the  hihira  of  the  ovary.  Many  theories 
have  been  advanced  to  explain  the  origin  of  these  tumor.s. 
Pathologists  are  far  from  agreeing  upon  this  subject. 
Perhaps  the  most  popular  view  among  English  and 
American  pathologists  is  that  the  papillomatous  cysts 
originate  from  the  remains  of  the  Wolffian  body  which 
may  persist  in  the  paroophoron  in  various  stages  of  de- 
generation. 

As  paroophoritic  cysts  spring  from  the  hiluin  or  ihe 
attached  portion  of  the  ovary,  and  develop  in  the  direc- 
tion of  least  resistance,  they  very  often  separate  the 
lamellae  of  the  mesovariuni  and  invade  the  loose  connec- 
tive tissne  between  the  layers  of  the  broad  ligament 
These  cysts  are  thus  very  often  extra-peritoneal  or  intra- 
ligamentous in  their  development. 

Some  writers  of  experience  state  that  three-fourths  of 
all  papillomatous  tumors  of  the  ovarj'  are  of  intra-liga- 
mentoiis  growth.  This  has  not  been  the  experience  of 
the  antlior.  The  majority  of  the  papillomatous  ovarian 
cysts  that  he  has  seen  have  been  intra-peritoneal  in  de- 
velopment, and  have  had  as  well-defined  pedicles  as  the 
ordinary  multilocnlar  ovarian  cyst. 

Cyst-ivall. — If  the  papillomatous  cyst  be  intra-peri- 
toneal in  development,  two  layers  of  tissue  may  be  dis- 
tinguished in  its  wall:   an  outer  dense  layer,  composed 
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of  laminated  connective  tissue  which  sometimes  contains 
unstriped  mnscle-fibers;  and  an  inner  loose  layer  of 
fibrons  tissue.  Both  layers  contain  numerous  blood* 
vessels. 

If  the  c\st  be  extra-peritoueal  or  intra-ligamentous  in 
its  development,  we  find,  in  addition  to  the  two  layers  just 
described,  an  outer  coat  of  peritonenm  which  is  derived 
from  the  broad  ligament. 

The  internal  surface  of  the  cyst — the  walls  and  the 
papilise — is  covered  by  a  single  layer  of  cylindrical  epi- 


Fic.   164.— Papllom; 
pa|)illoniamu.s  giot 


IS  cyst  of   itie  paroSphoron,      The   seclion  shows  I 
s  in  liic  inlerlor  mid  the  telaliun  of  Ihe  oGphoruii. 


thelial  cells,  which  may  become  flattened  by  pressure  in 
the  large  cysts.     The  epithelium  is  often  ciliated. 

Upon  the  interior  of  the  papillomatous  cyst  are  found 
warts  or  papillary  growths.  These  growths  var>'  in  size 
from  that  of  a  grain  of  sand  to  that  of  the  fetal  head. 
Thev  mav  be  scattered  over  the  cvst-wall  or  collected  in 
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groups.  The  larger  growths  often  form  arborescent, 
cauliflower-like  masses,  which  may  be  so  numerous  and 
hixuriant  that  rupture  of  the  cyst  results. 

In  color  the  papillomata  vary  from  whitish  to  dark 
red  or  black,  accordiug  to  the  vascular  supply.  They 
are  sometimes  yellow  as  the  result  of  fatty  degeneration. 
They  are  usually  very  vascular,  and  bleed  freely  when 
manipulated. 

The  papillomata  may  be  sessile  or  pedunculated.  The 
pedicle  is  sometimes  very  long  and  thin.  Calcification 
of  the  papillomata  ofteu  takes  place. 

Papillary  cysts  are  usually  unilocular.  In  any  case  the 
number  of  secondary  locnli  is  much  smaller  than  in  the 
glandular  cyst. 

Fluiii  Contenls. — The  fluid  contents  of  the  papilloma- 
tous cyst  differ  considerably  from  those  of  the  glandular 
cyst  of  the  ovary. 

In  the  papillomatous  tumor  the  contents  are  usually 
clear  and  of  a  water.-  consistency,  with  a  specific  gravity 
of  from  1005  to  1040.  They  are  not  often  thick,  mucous, 
or  gelatinous  ia  consistency,  as  in  the  glandular  cysl. 
The  color  varies  from  light  yellow  to  dark  brown  from 
admixture  of  blood.  As  in  all  cystic  tumors,  the  cha- 
racter of  the  contents  depends  upon  the  accidents  that 
have  happened  during  the  growth  of  the  cyst. 

Papillomatous  cysts  are  more  often  bilateral  than  any 
other  cystic  tumors  of  the  ovar}-.  They  affect  both  ova- 
ries in  from  50  to  75  per  cent,  of  the  cases.  For  this 
reason  the  operator  should  always  carefully  examine  the 
second  ovary  after  removing  an  ovarian  cyst,  for  begin- 
ning cystic  degeneration  may  be  found  in  it  also. 

Papillar\'  cysts  are  usually  of  smaller  size  and  of  slower 
growth  than  glandular  cysts.  The  papillomata  usually 
perforate  the  cyst  and  iuvade  the  peritoneum  before  large 
size  has  been  attained.  These  tumors,  therefore,  are  not 
often  seen  of  larger  size  than  the  adult  head. 

Though  papillomatous  cysts  of  the  ovary  are  not  as 
common  as  the  glandular  cystomata,  yet  they  are  by  no 
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means  unusual.     The  statistics  of  operators  vary  a  great 
deal.     In  600  ovariotomies  Schrneder  found  50  papillom- 
atous   cysts — somewhat   over  8   per   cent.     In   the   ex- 
perience of  the  writer  they  have  been  very  mnch  raore 
frequent  than  this. 

The   papillomatous   cyst   is  the   most  dangerous   cyst 
affecting  the  ovary.     The  danger  lies  in  metastasis  of  the 
papillomatous  growths  to  the  general  peritoneum.     Meta- 
stasis occurs  from   the  perforation  of  the  cyst-wall  and 
the   escape   into   the   peritoneum   of  the   papillomatous 
masses. 

The  tendency  to  rupture  of  the  cyst-wail  is  one  of  the 
characteristics  of  this  form  of  tnmor.     The  wall  becomes 
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FiC.  165,— Double  piiillcmiiHiiiB  cysi  uf  tl,e  ovary.     The  riglu  cyst  h.it  niii- 
lured  and  is  lurncd   iii&ide  uut,  xtiowiiig  a  mass  of  papilJomata.      PafHllDiiiBla 
have  peneiralcd  llic  wall  ol  Ihe  left  cyst,    Tlie  periforiEum  has  been  infected, 

weakened  by  atrophy  or  fatty  degeneration,  or  by  direct 
pressure    of  the  luxuriant  papillary  growths.      These 
growths  make  their  way  to  the  outer  surface  of  the  cyst, 
and  extend  thence  throughout  the  peritoneum;  or,  if  rup- 
ture takes  place,  the  cyst  may  become  so  inverted  that  the 
site  of  each  ovary  is  occupied  by  a  mass  of  papiUomata; 
the  formerly  enclosing  cyst  has  disappeared,  and  its  re- 
mains can  be  discovered  only  by  careful  dissection  iFig. 
165).     Such  a  condition  has  undoubtedly  often  been  mis- 
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taken  for  primary  papilloma  of  the  ovary,  the  real  origin 
in  a  papillomatous  cyst  not  having  been  detected. 

The  secondary  affection  of  the  peritoneum  is  dne  not 
only  to  continuity  of  tissne,  but  to  implantation  and 
growth  of  portions  of  papillomata  that  have  become 
broken  off  and  carried  to  different  parts  of  the  peritoneal 
cavity.  Snch  secondary  growths  may  extend  throngh- 
ont  the  whole  abdomen  from  the  pelvis  tu  the  diaphragm, 
covering  any  of  the  viscera.  They  resemble  in  all  re- 
spects the  original  papillomata  fonnd  in  the  interior  of 
the  ovarian  cyst.  Tliey  sometimes  form  can H flower-like 
masses  as  laig;e  as  the  fist,  and  may  be  palpated  through 
the  abdominal  wall.  They  are  very  vascular,  and  bleed 
profusely  on  being  handled.  The  smallest  particles  of 
papillomata  are  capable  of  infecting  the  peritoneum  or 
other  tissues  in  this  way. 

The  escape  of  a  small  quantity  of  the  cyst-fluid  into 
the  abdomen  during  the  removal  of  the  tumor  may  cause 
subsequeut  recurrence  in  the  peritoneum.  Secondary 
development  of  the  growth  in  the  abdominal  cicatrix,  or 
its  appearance  in  the  site  of  puncture  after  tapping,  is 
due  to  the  same  cause. 

Papillomata  of  the  peritoneum  are  usiially  accompanied 
by  ascites.  This  is  a  prominent  symptom  in  those  cases 
of  papillomatous  ovarian  cyst  in  which  secondary  infec- 
tion of  the  peritoneum  has  taken  place.  In  rare  cases 
ascites  is  present,  though  perforation  of  the  cyst  and  in- 
volvement of  the  peritoneum  cannot  be  detected. 

Sometimes  perforation  of  the  cyst  takes  place  into  ad- 
jacent organs,  especially  if  the  growth  be  intra-ligament- 
ous.  In  such  cases  the  papillomatous  masses  may  pro- 
trude into  the  bladder,  the  rectum,  or  the  cavity  of  the 
uterus. 
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CHAPTER  XXX. 
CYSTS  OF  THE  PAROVARIUM. 

The  parovarium  consists  of  a  series  of  fine  tubules 
lying  between  the  layers  of  the  mesosalpinx.  It  may  be 
seen  in  the  fresh  specimen  by  holding  the  mesosalpinx 
stretched  between  the  eye  and  the  light  (Fig.  144). 

The  typical  parovarium  consists  of  three  parts:  a  series 
of  vertical  tubules;  a  series  of  outer  tubules  free  at  one 
extremity;  and  a  larger  longitudinal  tubule. 

The  vertical  tubules  range  from  five  to  twenty-four  in 
number.  They  converge  somewhat  toward  the  ovary, 
where  they  end  in  blind  extremities  and  become  closely 
associated  with  the  paroophoron.  At  the  other  end  they 
terminate  in  the  larger  longitudinal  tubule. 

The  series  of  outer  tubules  are  called  Kobelt's  tubes. 
They  are  free  and  closed  at  the  distal  extremity,  while  at 
the  proximal  extremity  they  join  the  longitudinal  tubule. 
The  larger  longitudinal  tubule  is  called  the  duct  of 
Gartner.  It  may  sometimes  be  traced  traversing  the 
broad  ligament  to  the  uterus,  and  through  the  walls 
of  this  organ  and  of  the  vagina  to  its  termination  at  the 
urethra.  It  corresponds  to  the  vas  deferens  in  the  male. 
When  persistent  in  the  vaginal  wall  it  may  become  the 
starting-point  of  a  vaginal  cyst. 

The  vertical  tubes  of  the  parovarium  are  from  0.3  to 
0.5  millimeters  in  diameter.  They  are  occasionally  found 
lined  with  ciliated  columnar  epithelium.  Usually  they 
contain  a  granular  detritus  representing  the  remains  of 
broken-down   epithelium. 

Cysts  may  arise  from  any  of  the  parts  of  the  paro- 
varium. 

Kobelt's  tubes  frequently  become  distended,  and  form 
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small  pedunculated  cysts  about  the  size  of  a  pea.     They 
are  of  no  clinical  importance  (Fig.  144).     They  are  often 
observed  in  operations  for  ovarian  disease,  and  are  verj 
often  mistaken  for  the  hydatid  or  the  cyst  of  Morgagni 
which  springs   from   the  Fallopian  tube,  and  which  has 
already  been  described. 

The  difference  between   these  two  varieties  of  small 
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\cw..  166.— Cyst  of  Ihe  piirovnrium       TIa-K  is  no  rlislortion  of  ihe  ovmj.      The 
Fallopian  lulie  \.3.'a  been  much  elongated. 

cysts  may  be  determined  by  careful  examination  of  the 
point  of  origin  and  by  means  of  the  microscope.     Sutton 
states  that  the  cyst  of  Morgagni  has  muscular  walls  and 
is  lined  by  ciliated  columnar  epithelium.     In  the  c>-st  of 
Kobelt's  tubes  the  walls  are  fibrous  and   the  lining  is 
cubical  epithelium. 
I*arge  cysts  of  the  parovarium  originate  from  theverti- 
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cal  or  the  longitudinal  tubules,  and  usually  remain  ses- 
sile and  develop  between  the  layers  of  the  mesosalpinx 
and  the  broad  ligament.  As  the  cyst  grows  and  separates 
the  layers  of  the  mesosalpinx,  it  comes  into  close  rela- 
tionship with  the  Fallopian  tube.  This  structure,  being 
held  by  its  uterine  connection  and  the  tubo-ovarian  liga- 
ment, becomes  stretched  across  the  surface  of  the  cyst 
and  very  much  elongated.  The  elongation  of  the  Fallo- 
pian tube  is  a  very  constant  accompaniment  of  parova- 
rian cysts.  The  tube  may  attain  a  length  of  15  or  20 
inches.  The  fimbriae  may  also  become  much  stretched 
and  elongated  by  the  traction  of  the  growing  cyst,  and 
may  attain  a  length  of  4  inches. 

The  ovary  is  unaffected  unless  the  cyst  be  of  very  large 
size,  in  which  case  the  ovar>'  may  be  stretched  upon  the 
surface  of  the  cyst,  so  that  its  position  becomes  diflScult 
to  determine. 

There  are  two  varieties  of  parovarian  cyst — the  simple 
and  the  papillomatous. 

The  swiplc parovarian  cyst\\^?>  a  very  thin  wall  of  uni- 
form thickness.  In  small  cvsts,  less  than  the  size  of  a 
child\s  head,  the  wall  may  be  transparent.  It  is  of  a 
light  yellowish  or  greenish  color,  and  the  fine  vessels 
ramifying  upon  the  surface  are  plainly  visible.  As  one 
would  cxj^cct  from  the  direction  of  growth,  the  outer  cov- 
ering of  the  cyst  is  ])eritoncum,  which  is  not  adherent 
and  may  be  readily  stripped  off.  The  middle  coat  is 
composed  of  fibrous  tissue  containing  unstriped  muscle. 
The  linin<^  membrane  is  ciliated  columnar  epithelium, 
stratified  epithelium,  or  simple  fibrous  tissue,  according 
to  the  size  of  the  cyst.  The  clian<;es  in  the  character  of 
the  epithelium  are  due  to  pressure.  Tlie  cyst-contents 
are  a  clear,  limpid,  opalescent  fluid  of  a  specific  gravity 
below  loio. 

In  the  papillomatous  parovarian  cysf  the  interior  is 
covered  with  warts  or  papillomatous  growths  resembling 
in  every  respect  those  that  occur  in  the  cyst  of  the  paro- 
ophoron, already  described.     The  papillomatous  parova- 
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rian  cyst  exhibits  the  same  clinical  features,  and  is  liable 
to  the  same  accidents,  as  the  paroophoritic  cyst.  It  may 
become  perforated  and  infect  the  general  peritoneum. 

The  walls  of  the  papillomatous  parovarian  cyst  are  some- 
what thicker  than  those  of  the  simple  parovarian  cyst;  the 
fluid  contents  are  not  so  clear  and  limpid,  and  may  con- 
tain altered  blood  that  has  escaped  from  the  papillomata. 

Parovarian  cysts  are  almost  invariably  unilocular. 
Only  a  few  cases  have  been  reported  in  which  two  or 
more  cavities  were  present. 

The  cysts  are  of  small  size,  not  often  exceeding  that 
of  a  child's  head.  Tliey  may,  however,  attain  large  di- 
mensions and  contain  several  quarts  of  flnid. 

Parovarian  cysts  are  of  very  slow  growth,  and  refill 
but  slowly  after  tapping  or  rupture.  On  account  of  the 
thinness  of  the  cyst-walls,  these  cysts  seem  especially 
liable  to  the  accident  of  rupture.  Unless  the  cyst  be 
papillomatous,  the  bland,  unirritating  fluid  is  readily  ab- 
sorbed by  the  peritoneum,  and  the  cyst  may  remain  qui- 
escent for  a  long  period. 

Cysts  of  the  parovarinm  occur  most  frequently  during 
the  period  of  active  sexual  life.  Unlike  dermoids  and 
cysts  of  the  ooplioron,  they  are  unknown  in  childhood. 

Cysts  of  the  parovarium  are  much  less  common  than 
cysts  of  the  ooplioron  and  paroophoron.  In  284  tumors 
of  the  ovary  and  parovarium  operated  upon  by  Olshausen, 
about  II  per  cent,  originated  in  the  parovarium. 

Some  authorities  maintain  that  in  rare  instances  der- 
moid cysts  may  arise  from  the  parovarium. 

The  symptoms  of  parovarian  cysts  resemble  those  of 
ovarian  cysts  of  similar  development.  On  account  of  the 
intra-ligamentous  development  of  the  tumor,  pressure- 
symptoms  may  appear  early.  The  cyst  is  of  such  slow 
growth  that  the  simple  parovarian  cyst  may  exist  for  a 
long  time  without  giving  any  trouble  whatever.  The 
slow  growth  is  the  only  clinical  feature  that  would  enable 
one  to  make  a  diagnosis  between  parovarian  and  ovarian 
cyst. 
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COMPARISON  OF  OOPHORITIC,  PAROOPHORITIC,  AND 

PAROVARIAN  CY5TS. 

The  chief  characteristic  features  of  the  large  cysts  of 

the  ovar.'  and  the  parovarium — the  glandular  cyst,  the 


67.  —  Seclion,  perpen- 
dicular to  the  long  ixis  of  the 
Fallnpiaii  tube,  passing  lhrDU|;h 
the  tube,  the  |>arovsnum,  and  the 
ovary;  Ehawiny  ihc  rclnlion  of 
the  suucturcs  lo  (he  peritoneum 
of  the  liioad  ligament. 


, — Section,  perpendicular  to 
lis   of   the   FallopiBQ   tube, 
>1iowing    llie    relation    of  an    oGphoriti«    i 
tlic  penloneutn  of  the  broad  lig. 
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paroophoritic  cyst,  and  the  parovarian  cyst — may  be  tabu- 
lated for  comparison  as  follows: 


Fig.  1 6g.— Section,  perpendicular  to  the  long  uia  of  the  FallopiBD  tube, 
showing  (he  relation  of  a  paroophoritic  cyst  to  the  oOphoron  and  the  peritoneum 
of  the  broad  ligament. 

Glandular  Oophoritic  Cyst.— Intra- peritoneal  in  de- 
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velopment;  no  peritoneal  investment.     Ovary  destroyed 
eariy  in  the  course  of  the  disease.     Cyst  multilocular. 

Fluid  contents  thick,  colored;  specific  gravity  greater 
than  loio. 

Tumor  of  rapid  growth. 

Usually  unilateral. 

Fallopian  tube  distinct  from  tumor,  and  not  much,  if 
any,  elongated. 

Paroophoritic  Cyst. — Often  extra- peritoneal  in  de- 
velopment, in  which  case  there  is  a  detachable  peri- 
toneal investment. 

Oophoron  not  at  first  involved  by  the  growth. 

Unilocular. 

Fluid  contents  less  thick  and  viscid  than  in  oophoritic 
cyst. 

Interior  filled  with  papillomata. 

Tumor  usually  of  slower 
growth  than  the  oophoritic 
cyst. 

Very  often  bilateral. 

Fallopian  tnbe  more  likely 
to  be  involved  than  in  oopho- 
ritic cysl. 

Cysts  of  the  Parovarium. 
— Intra-ligamentous  in  de- 
velopment. Peritonea!  invest- 
mentwhich  maybestrippedoff. 

Ovary  pushed  aside,  but 
shape  not  affected  unless  the 
cyst  he  very  large. 

Cyst  unilocular. 

Wall  thin.  Fluid  contents  water>',  opalescent;  spe- 
cific gravity  below  loio. 

May  or  may  not  have  papillomata  in  interior. 

Tumor  of  very  slow  growth. 

Usually  unilateral. 

Fallopian  tube  much  elongated  and  stretched  immedi- 
ately o\er  the  surface  of  the  cyst. 


Fig.  170. — Section,  perpeDiticu- 
lar  !□  Ihe  long  axiii  uf  ihe  Fitllo- 
piaii  lube,  showing  Ihe  relation  of 
a  paruvarian  cysl  to  Ihe  ovary,  Ihe 
lube,  and  the  pentuneiun  of  the 
liroad  ligament. 


CHAPTER  XXXI. 

NATURAL  HISTORY  AND  TREATMENT  OF  OVARIAN 

CYSTS. 

In  the  discussion  of  the  secondary  changes,  the  clin- 
ical history,  and  the  treatment  of  cysts,  the  oophoritic, 
paroophoritic,  and  parovarian  cysts  will  be  considered 
together  under  the  general  heading  of  ovarian  cysts. 

SECONDARY  CHANGES  OR  ACCIDENTS  OF  OVARIAN 

CYSTS. 

There  are  various  accidents  which  may  happen  to  an 
ovarian  cyst  which  have  an  important  bearing  on  the 
clinical  course  of  the  disease.  These  accidents  are:  in- 
flammation and  suppuration;  torsion  of  the  pedicle;  rup- 
ture of  the  cyst. 

Inflammation  and  Suppuration. — Inflammation  of 
an  ovarian  cvst  is  of  verv  common  occurrence.  It  seems 
especially  liable  to  happen  in  the  small  cysts  of  pelvic 
growth.  Ovarian  dermoids  are  very  often  inflamed.  The 
inflammation  may  result  in  but  a  few  peritoneal  adhesions 
between  the  outer  surface  of  the  cyst  and  some  of  the 
conti<2:uous  structures,  as  a  loop  of  intestine,  the  bladder, 
the  anterior  abdominal  wall,  the  omentum,  etc.,  or  the 
whole  cyst  may  be  universally  adherent,  so  that  its  re- 
moval is  rendered  most  difficult,  and  in  some  cases  im- 
possible. 

The  operator  should  always  remember  the  possibility 
of  these  adhesions  in  removing  an  ovarian  cyst.  Its  sur- 
face should  be  carefully  examined  as  it  is  drao;<^ed  slowly 
through  the  abdominal  incision,  in  order  that  slight 
adhesions  to  delicate  structures  like  the  omentum  and 
the  vermiform  appendix  may  not  be  recklessly  or  un- 
knowingly torn. 
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The  sources  of  inflammatory  infection  of  an  ovarian 
cyst  are  the  intestinal  tract,  the  urinary  bladder,  and  the 
Fallopian  tube.  Perhaps  salpingitis  is  the  most  frequent 
cause  of  such  inflammation.  Infection  often  comes  from 
the  vermiform  appendix,  which  is  frequently  found  ad- 
herent to  the  surface  of  the  tumor. 

Old  adhesions  usually  contain  blood-vessels,  which  may 
be  of  large  size,  especially  if  they  arise  from  the  intestine, 
the  omentum,  or  the  uterus.  In  some  cases  in  which  the 
tumor  has  become  detached  from  the  i^edicle  by  rotation 
or  traction  the  adhesions  have  been  sufficiently  vascular 
to  maintain  the  vitality  of  the  tumor. 

Suppuration  of  ovarian  cysts  is  sometimes  seen.  It 
was  more  frequent  in  the  period  when  these  tumors  were 
treated  by  tapping,  as  infection  occurred  in  this  way. 

Suppuration  is  most  common  in  ovarian  dermoids. 
The  tumor  may  become  adherent  to  surrounding  struc- 
tures, and  may  discharge  its  contents  through  the  bladder, 
the  vagina,  the  rectuui,  or  the  abdominal  wall.  A  tooth 
thus  discharged  into  the  bladder  from  a  suppurating  der- 
moid has  in  several  instances  formed  the  nucleus  of  a 
vesical  calculus. 

A  suppurating  ovarian  cyst  sometimes  contains  gas, 
either  from  conmiunicatioti  with  the  intestine  or  from 
decomposition  of  its  contents.  la  such  a  case  the  usual 
tumor-dulness  is  replaced  by  a  tympanitic  note. 

Torsion  of  the  Pedicle,  or  Axial  Rotation.— Ova- 
rian tumors  occasionally  rotate  npou  their  axes,  so  that 
the  structures  that  form  the  pedicle  become  twisted.  The 
severity  of  the  symptoms  that  arise  from  this  accident 
depends  upon  the  degree  of  compression  to  which  the 
vessels  of  the  pedicle  are  subjected  from  the  torsion. 

The  accident  is  not  now  as  common  as  formerly,  be- 
cause the  tumor  is,  as  a  rule,  now  removed  as  soon  as  it 
is  recognized,  aud  many  of  the  accidents  that  were  de- 
scribed as  very  frequent  by  the  older  writers  are  avoided. 
The  many  recorded  cases — chiefiv  of  a  date  before  ( 
present  surgical  era — show  that  axial  rotation  occurred  i^ 
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about  lo  per  cent,  of  the  cases  of  ovarian  and  parovarian 
tumors.  Rokitansky  found  torsion  of  the  pedicle  in  12 
per  cent,  of  all  cases  of  ovarian  tumors,  and  in  6  per  cent, 
of  the  cases  it  was  the  cause  of  death. 

The  cause  of  axial  rotation  is  unknown.  It  has  been 
attributed  to  alternate  distention  and  evacuation  of  the 
bladder,  to  the  passage  of  feces  through  the  rectum,  and 
to  a  sudden  jar  or  motion  of  the  body. 

The  accident  is  especially  likely  to  occur  when  an 
ovarian  cyst  complicates  pregnancy  or  when  both  ovaries 
are  cystic.  Torsion  of  both  pedicles  has  been  found  in 
women  suffering  with  bilateral  ovarian  cysts. 

Torsion  of  the  pedicle  is  more  apt  to  occur  in  cysts  of 
medium  and  small  size  than  in  the  large  tumors. 

Torsion  of  the  pedicle  affects  equally  tumors  of  the 
right  and  left  sides.  The  direction  of  rotation  is  usually 
toward  the  median  line,  though  it  may  take  place  in  the 
reverse  direction. 

There  is  considerable  variation  in  the  amount  of  rota- 
tion. In  some  cases  the  pedicle  has  twisted  through  but 
half  a  circle,  while  in  others  twelve  complete  twists  have 
been  found.  A  pedicle  twisted  in  this  way  resembles  a 
rope.  Such  a  high  degree  of  torsion  is  the  result  of  a 
slow  or  chronic  process.  The  rotation  of  the  tumor  takes 
place  so  gradually,  or  the  arrangement  of  the  blood-ves- 
sels in  the  pedicle  is  such,  that  no  appreciable  effect  upon 
the  tumor  is  produced,  and  no  symptoms  arise  from  it. 
The  operator  frequently  meets  examples  of  such  slow 
torsion  in  removing  ovarian  tumors.  In  extreme  cases 
the  twisting  progresses  until  the  blood-supply  through 
the  pedicle  is  arrested,  and  the  cyst  may  become  freed 
from  its  peduncular  attachment.  If  adhesions  had  formed 
to  the  cyst-wall,  the  vitality  may  be  maintained  through 
these  channels;  the  tumor,  in  fact,  becomes  transplanted. 
This  phenomenon  is  most  frequent  with  dermoids. 

Very  different  are  the  phenomena  of  acute  torsion. 
Here  the  vascular  supply  of  the  tumor  is  so  suddenly 
and  markedly  interfered  with  that  most  urgent  symptoms 
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immediately  arise.  The  interference  with  the  circula- 
tion depends  upon  the  amount  of  the  twist  and  the  cha- 
racter of  the  pedicle.  The  effect  is  first  felt  by  the  veins, 
which  are  more  compressible  than  the  arteries;  the  ven- 
ous blood -current  becomes  obstructed,  while  the  arteries 
remain  open.  Venous  engorgement  of  the  cyst  results; 
extravasation  of  blood  takes  place  in  the  walls,  or  the 
veins  may  rupture  and  hemorrhage  may  take  place  into 
the  cyst-cavity.  Death  from  acute  anemia  may  result 
from  this  cause.  Thrombosis  and  necrosis  of  the  tumor 
may  occur  as  a  result  of  acute  torsion. 

Rnptnre  of  Ovarian  Cysts. — Rupture  of  an  ovarian 
cyst  is  an  accident  of  not  infrequent  occurrence.  It  is 
probable  that  small  cysts  rupture  and  refill  without  the 
attention  of  the  woman  or  the  physician  being  directed  to 
the  accident.  The  scars  of  old  ruptures  are  frequently 
found  on  the  surface  of  ovarian  cysts.  Wells  found  rup- 
ture of  the  cyst  24  times  in  a  series  of  300  ovariotomies. 

There  are  various  causes  which  predispose  to  rupture 
or  lead  to  it.  As  the  cyst  enlarges,  the  walls  become 
very  thin  as  a  result  of  the  distention.  The  cyst-wall 
may  undergo,  in  places,  retrograde  changes — atrophy  and 
fatty  degeneration.  The  wall  may  become  weakened  as 
a  result  of  suppuration,  thrombosis,  and  the  results  of 
torsion  of  the  pedicle;  and,  as  has  already  been  said,  pap- 
illomatous growths  destroy  the  integrity  of  the  wall  and 
lead  to  perforation. 

The  immediate  cause  of  the  rupture  is  usually  a  sud- 
den jar  or  a  fall.  Sometimes  very  slight  pressure  is 
enough  to  rupture  the  cyst.  The  manipulations  of  a 
physician,  turning  in  bed,  and  coughing  have  caused  this 
accident. 

The  effects  of  nipture  depend  upon  the  character  of 
the  cyst-contents. 

Hemorrhage  may  be  profuse  and  rarely  fatal.  The 
hemorrhage,  however,  is  usually  not  severe,  because  the 
rupture  takes  place  in  the  attenuated  part  of  the  cyst, 
which  is  but  poorly  supplied  with  blood-vesseLs. 
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and   the   hydronephrosis  and   kidney-degeneration   that 
result  mav  be  the  immediate  cause  of  death. 

Doran  says  that  in  32  cases  out  of  40  autopsies  on 
women  with  large  ovarian  tumors,  kidney  disease,  prob- 
ably caused  by  pressure  of  the  tumors,  was  present.  The 
writer  has  found  a  ureter  distended  to  an  inch  in  diameter 
from  pressure  of  a  papillomatous  cyst.  The  pressure  of 
the  tumor  sometimes  produces  edema  of  the  lower  ex- 
tremities and  of  the  anterior  abdominal  walls. 

The  presence  of  ascites  with  cysts  of  papillomatous 
nature  has  already  been  spoken  of.  Though  this  com- 
plication is  especially  characteristic  of  these  tumors,  and 
usually  indicates  peritoneal  involvement,  yet  it  is  some- 
times found  with  the  glandular  and  the  dermoid  cysts. 
In  these  cases  it  is  caused  by  the  direct  mechanical  irri- 
tation of  the  peritoneum  by  the  movable  tumor.  It  ac- 
companies also  freely  movable  solid  tumors  of  the  ovary 
and  pedunculated  fibroids  of  the  uterus. 

Notwithstanding  the  gross  disease  of  the  ovaries,  the 
functions  of  the  uterus  are  in  no  way  specifically  affected 
by  ovarian  cysts.  The  uterus  may  be  pushed  to  one 
side,  pressed  backward  into  the  hollow  of  the  sacrum 
or  forward  against  the  pubis,  but  menstruation  may  not 
be  affected,  and  conception  may  take  place  even  with 
tumors  of  very  laroe  size. 

In  some  cases  there  is  menorrhagia,  or  continuous 
bleeding,  which  appears  with  the  appearance  of  the  cyst 
and  disappears  after  its  removal.  This  phenomenon  may 
occur  in  old  women  who  have  long  passed  the  meno- 
pause, and  may  excite  the  suspicion  of  coincident  malig- 
nant disease  of  the  uterus.  On  the  other  hand,  men- 
struation mav  be  diminislied  or  arrested. 

Reflex  disturbances  in  the  breast  may  occur  with  ova- 
rian cvsts,  as  in  anv  form  of  ovarian  disease.  The  areola 
may  become  pigmented,  the  breasts  swell,  and  a  milky 
secretion  may  be  produced  even  in  young  girls. 

Malignant  degeneration  may  occur  in  any  form  of  ova- 
rian cyst.     It  seems  to  be  most  frequent  in  the  papillom- 
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atous  tumors,  next  in  tlie  dermoids,  aiid  less  frequent  in 
the  glandular  cysts. 

The  rapidity  of  growth  of  ovarian  cysts  varies  a  great 
deal.  The  glandular  tumors  are  of  the  most  rapid  de- 
velopment. They  sometimes  attain  a  very  large  size 
within  a  few  months.  The  rate  of  accumulation  of  the 
fluid  depends  upon  the  intracystic  pressure,  and  is  con- 
sequently greatest  immediately  after  rupture  or  tapping. 
Some  remarkable  cases  of  great  rapidity  of  accumulation 
after  tapping  have  been  reported.  In  one  case  90  pints 
of  fluid  reaccn Ululated  in  seven  weeks — a  rale  of  about 
2  pints  a  day.  In  another  case  3J^  pints  of  fluid  were 
accumulated  every  day. 

The  enormous  size  attained  by  ovarian  cysts,  and  the 
tremendous  amount  of  fluid  drawn  off  from  them,  are 
shown  by  the  old  records  of  the  days  wlien  tapping 
the  cyst  was  the  only  treatment.  A  few  references  will 
illustrate  this.  In  one  case  1920  pints  of  fluid  were 
drawn  off  by  66  tappings  in  a  period  of  sixty-seven 
months.  In  another  case  2787  pints  were  withdrawn  by 
I  49  tappings.  lu  another  case  9867  pounds  were  with- 
^  drawn  by  299  tappiug.s.  The  fluid  in  these  remarkable 
cases  must  have  been  of  low  specific  gravity,  containing 
but  little  solid  matter,  or  the  women  would  have  sooner 
succumbed  from  the  drain  on  the  system. 

The  misery  of  the  women  who  were  slowly  crowded 
out  of  existence  by  these  enonnous  tumors,  or  who, 
though  with  life  prolonged  by  lapping,  were  exhausted 
by  the  continuous  drain,  was  depicted  in  their  counte- 
nances. The  expression  was  called  \\tt  facte s  oz'aHana. 
We  do  not  often  see  it  at  the  present  day.  Wells  de- 
scribes it  thus:  "The  emaciation,  the  prominent  or 
almost  uncovered  muscles  and  bones,  the  expression  of 
anxiet)'  and  suffering,  the  furrowed  forehead,  the  sunken 
eyes,  the  open,  sharply  defined  nostrils,  the  long,  com- 
pressed lips,  tile  depressed  angles  of  the  month,  and  the 
deep  wrinkles  cunHng  around  these  angles,  form  together 
a  face  which  is  strikinglv  characteristic." 
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The  natural  duration  of  life  depends  upon  the  charac- 
ter of  the  ovarian  tumor.  A  dermoid  may  exist  from 
childhood  and  give  no  trouble — in  fact,  may  not  be  rec- 
ognized until  some  accident  starts  it  into  rapid  develop- 
ment. Even  then  it  is  of  comparatively  slow  and  limited 
growth,  and  danger  from  it  is  due  to  the  accidents,  such 
as  inflammation  and  suppuration,  to  which  it  is  especially 
liable. 

Though  the  papillomatous  cyst  is  also  of  slow  growth 
when  compared  with  the  glandular  cyst,  yet  the  danger 
here  is  due  to  peritoneal  infection,  which  very  often  takes 
place  before  the  tumor  has,  by  its  size,  begun  to  annoy 
the  woman. 

The  glandular  cyst,  however,  is  of  rapid,  continuous, 
unlimited  growth,  and  usually  destroys  the  woman  with- 
in a  period  of  three  years.  Life  has  been  prolonged 
for  a  much  longer  period  in  some  cases  by  palliative 
treatment  and  tapping.  On  the  other  hand,  life  may  at 
any  time  be  cut  short  by  the  occurrence  of  some  acci- 
dent, such  as  rupture  or  torsion  of  the  pedicle. 

Symptovis  of  the  Accidents  thai  occur  m  Ovarian  Cysts, 
— The  symptoms  of  inflammation  are  pain  and  tenderness 
over  the  surface  of  the  tumor.  The  tenderness  is  often 
limited  to  a  local  area  which  marl's  the  position  of  an 
intestinal  adhesion. 

When  suppuration  takes  place,  the  symptoms  indicative 
of  the  presence  of  pus  api)ear — elevated  temperature,  rapid 
and  feeble  pulse,  exhaustion,  and  emaciation. 

Sympfonts  of  Torsion  of  the  Pcdich . — There  are  no 
characteristic  symptoms  of  slow  or  chronic  torsion,  un- 
less, perhaps,  retardation  of  the  growth  of  the  tumor 
appears  as  a  result  of  the  interference  with  the  circu- 
lation. 

The  symptoms  of  acute  torsion  arc,  however,  very 
marked.  The  woman  is  seized  with  sudden  and  violent 
pain  in  the  abdomen,  accompanied  by  vomiting  and  col- 
lapse. Sometimes  the  abdomen  becomes  rapidly  increased 
in  size  on  account  of  the  venous  engorgement  of  the 
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tuiiior.  If  a  woman  known  to  have  an  ovarian  tumor 
is  thus  attacked,  the  diagnosis  of  torsion  of  the  pedicle 
may  be  made.  The  diagnosis  is  rendered  more  probable 
if  the  woman  is  also  pregnant  or  if  she  has  been  recently 
delivered.  If  the  woman  presents  herself  for  the  first 
time  to  the  physician  with  these  acute  symptoms,  and  he 
finds  by  abdominal  and  pelvic  examination  that  there  is 
an  ovarian  tumor,  he  should  suspect  that  torsion  of  the 
pedicle  has  occurred. 

Ruplurc  of  the  Cyst. — Rupture  of  an  ovarian  cyst  usu- 
ally follows  a  fall,  a  violent  attack  of  coughing,  vomiting, 
etc. 

The  woman  is  seized  with  sudden  pain  in  the  abdomen, 
with  perhaps  symptoms  of  collapse  and  loss  of  blood. 

The  shape  of  the  abdomen  becomes  qnickly  altered 
from  that  characteristic  of  encysted  fluid  to  that  charac- 
teristic of  free  fluid  in  the  peritoneum.  The  alteration 
in  shape  is  so  marked  that  it  may  readily  be  perceived  by 
the  patient. 

These  phenomena  are  followed  by  profuse  diuresis,  or 
perhaps  by  symptoms  of  peritoneal  inflammation. 

If  the  woman  survive,  there  is  a  gradual  reaccumulation 
of  fluid  and  a  return  of  the  abdomen  to  the  former  shape. 

Examination.— In  the  early  stages  of  an  ovarian  cyst, 
while  it  is  in  the  pelvic  state  of  development,  bimanual 
examination  will  reveal  the  condition.  The  tumor  lies 
to  the  side,  to  the  front,  or  behind  the  uterus.  The  ute- 
rus may  be  moved  independently  of  the  tumor.  The 
cystic  character  of  the  growth  may  often  be  determined 
by  palpation  ;  fluctuation  may  be  felt  between  the  vagi- 
nal finger  and  the  abdominal  hand.  If  the  tumor  be 
intraperitoneal,  with  a  pedicle,  it  will  be  found  to  be 
movable,  and  may  be  pushed  out  of  the  pelvis  up  into 
the  lower  abdomen.  If  it  be  intra-ligamentous,  the  range 
of  motion  is  limited,  the  tumor  is  situated  lower  in  the 
pelvis,  and  is  in  closer  relationship  with  the  uterus. 

The  shape  of  the  tumor  is  usually  .spherical.  In  a 
multilocular  cyst  the  surface  may  be  lobulated;  in  a  der- 
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moid  cyst  the  piiltaceous  character  of  the  contents  may 
sometimes  be  determined  by  pressure  with  the  vaginal 
finger. 

When  the  tumor  has  attained  a  sufficient  size  to  have 
extended  into  the  abdomen,  much  may  be  determined  by 
careful  abdominal  examination.  The  woman  should  lie 
upon  the  back,  and  all  constricting  clothing  should  be 
removed.     The  whole  abdomen  should  be  exposed. 

The  bulging  or  prominence  caused  by  the  cyst  is  usu- 
ally apparent  in  a  thin  woman.  It  commonly  occupies 
the  middle  of  the  abdomen,  but  when  not  very  large  may 
lie  to  either  side. 

Palpation  reveals  the  smooth,  spherical  character  of 
the  growth,  or  the  lobulated  surface  from  the  presence  of 
secondary  cysts.  Perhaps  an  area  of  marked  tenderness 
may  be  discovered,  which  often  shows  the  seat  of  perito- 
neal inflammation  and  adhesion.  In  the  papillomatous 
tumors  that  have  become  perforated,  irregular  masses  of 
papillary  growths  may  sometimes  be  felt  through  the 
abdominal  walls,  situated  eitlier  on  the  surface  of  the 
tumor  or  in  some  other  portion  of  the  abdomen.  The 
association  of  such  masses  witli  a  cystic  tumor  of  the 
ovary  and  ascites  renders  the  diagnosis  of  papillary  cysts 
very  certain. 

If  the  tumor  is  non-adherent  and  of  medium  size,  it  may 
be  moved  from  side  to  side  or  upward  in  the  abdomen. 

Fluctuation  may  often  be  elicited  by  palpation,  and 
is  most  marked  in  the  unilocular  cysts  with  tliin  con- 
tents. If  the  contents  be  thick,  as  in  manv  of  the  inland- 
ular  cysts,  or  if  the  cyst  be  multilocular,  fluctuation  may 
not  be  obtained.  The  wave  of  fluctuation  is  interfered 
with  by  intervening  septa. 

Percussion  reveals  a  central  area  of  flatness  wliich 
marks  the  most  prominent  part  of  the  tumor.  Intestinal 
resonance  may  be  obtained  above  and  to  the  sides  of  the 
cyst,  and  in  some  cases  below  it.  In  instances  of  this 
kind  a  central  area  of  flatness  is  found  surrounded  bv  a 
ring  of  resonance. 
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This  plieiiomeiioii  is  very  different  from  that  which 
appears  if  the  fluid  accunnilation  is  free  in  the  perito- 
uenm.  In  the  latter  case  the  fluid  gravitates  to  the  flanks 
when  the  woman  is  upon  her  back,  and  the  intestines 
float  to  the  front,  so  that  there  is  a  central  area  of  reso- 
nance, with  dulness  to  the  sides.  In  the  very  unusnal 
cases  in  which  gas  is  contained  in  the  cyst-cavity  the 
area  of  flatness  will  be  replaced  by  an  area  of  a  tympan- 
itic note. 

If  the  woman  sits  up  or  lies  on  either  side,  the  relation 
between  the  areas  of  flatness  and  resonance  is  unaltered 
in  the  case  of  an  ovarian  cyst,  while,  as  is  well  known, 
if  the  fluid  be  free  it  will  gravitate  to  the  most  depend- 
ent portion  of  the  abdomen. 

Auscultation  reveals  nothing  of  importance  in  regard 
to  ovarian  tumors.  It  is  of  value  in  enabling  one  to  make 
a  difiereutial  diagnosis  between  au  ovarian  tumor  and 
pregnancy. 

Vaginal  examination  in  the  case  of  a  large  tumor  shows 
the  character  and  the  position  of  the  lower  portion  of  the 
growth,  and  sometimes  enables  the  physician  to  deter- 
mine upon  which  side  the  tnmor  had  started.  In  rup- 
tured papillomatous  cysts  the  papillary  masses  may  some- 
times be  felt  behind  the  uterus  when  they  cannot  be 
detected  by  the  abdominal  hand. 

The  details  of  the  natural  history  and  pathological 
features  already  given  will  often  enable  the  physician  to 
make  a  differential  diagnosis  among  the  different  kinds 
of  ovarian  cysts.  Such  a  differential  diagnosis,  however, 
is  of  no  importance  whatever,  as  all  such  tumors  require 
similar  operative  treatment. 

To  discuss  the  subject  of  the  differential  diagnosis  of 
ovarian  cysts  from  other  pelvic  and  abdominal  tumors 
would  require  a  consideration  of  all  the  pathological 
growths  that  may  occur  in  the  abdomen.  About  every 
form  of  abdominal  tnmor  has  been  mistaken  for  ovarian 
cyst.  Differential  diagnosis  is  here  also  of  but  little  im- 
portance at  the  present  day  if  the  examiner  is  able  to 
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exclude  pregnancy,  phantom  tumor,  and  fat.  Operation 
is  indicated  in  practically  all  morbid  growths  of  the  ab- 
domen, with  the  exception  of  inoperable  malignant  dis- 
ease; no  surgeon  should  undertake  any  abdominal  ope- 
ration unless  he  is  prepared  to  deal  with  any  condition 
that  may  be  found. 

The  difficulty  of  making  a  differential  diagnosis  is  well 
illustrated  bv  nianv  cases  that  have  been  recorded,  in 
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which  it  was  impossible  to  determine  the  true  nature  of 
the  tumor  eyen  after  the  abdomen  had  been  opened. 

It  is  of  the  greatest  importance  to  exclude  pregnancy. 
Many  women  have  been  subjected  to  the  operation  of 
celiotomy  because  the  pregnant  uterus  was  mistaken  for 
an  ovarian  tumor.  Women  themselves  often  intention- 
ally mislead  the  physician,  esi^ecially  if  the  pregnancy  is 
illegitimate.  They  will  even  carry  the  deception  so  far 
as  to  go  upon  the  operating  table  with  the  full  knowledge 
that  they  have  deceived  the  surgeon  as  to  their  condition. 

The  physician  should  always  remember  the  possibility 
of  pregnancy  in  examining  any  form  of  abdominal  tumor 
in  women.  The  mistakes  that  have  liappened  have  usu- 
ally been  the  result  of  carelessness  or  ignorance  on  the 
part  of  the  ])hysician,  though  some  of  the  most  experi- 
enced operators  have  made  this  error. 

Tlie  separation  of  the  uterus  by  bimanual  examination 
as  distinct  from  the  abdominal  tumor  is  the  most  valuable 
point  in  the  difTerential  diagnosis. 

The  coni])lication  of  pregnancy  with  an  ovarian  cyst 
renders  the  diagnosis  more  difficult. 

It  is  easier  to  make  a  dilTerential  diagnosis  between  an 
ovarian  cyst  and  ])regnancy  than  between  some  forms  of 
uterine  fibroid  and  ])rcgnancy. 

Rc'])eated  examinations  are  often  necessary.  It  is 
always  advisable,  in  any  case,  to  make  two  or  more  ex- 
aminations before  subjecting  the  woman  to  operation. 
Much  w-hich  was  not  at  first  apparent  may  be  learned  by 
several  days  of  watching  and  repeated  examination. 

Phantom  tumor  is  a  rare  condition.    A  woman  imagines 
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that  she  is  suffering  from  a  tumor  and  that  Iier  abdomen 
is  increasing  in  size.  The  condition  is  likely  to  occur  at 
the  menopause,  and  there  may  readily  be  some  pliysical 
grounds  for  the  woman's  suspicions,  because  there  may 
be  a  constantly  increasing  accumulation  of  fat  in  the  ab- 
dominal walls  and  the  omentum. 

The  diagnosis  is  usually  easily  made.  Careful  palpa- 
tion and  percussion  fail  to  reveal  any  pathological  mass 
in  the  abdomen  or  any  abnormal  area  of  dulness.  In 
these  cases  the  abdomen  is  often  rendered  prominent  by 
intestinal  tympany.  If  any  difficulty  is  experienced  at 
the  examination,  the  woman  should  be  etherized.  If  a 
satisfactory  diagnosis  cannot  be  made,  the  case  should  be 
watched.  Several  cases  have  been  reported,  and  there 
are  probably  many  unreported,  in  which  no  tumor  was 
found  after  the  abdomen  had  been  opened. 

A  fat  abdominal  wall  or  omentum  has  often  been  mis- 
taken by  the  woman,  and  not  infrequently  by  the  physi- 
cian, for  a  tumor.  These  cases  are  often  obscure;  indeed, 
all  the  difficulties  of  examination,  in  case  a  tumor  be 
present,  are  very  much  increased  by  the  enormous  de- 
posits of  fat  thai  are  often  present  in  the  abdomens  of 
women. 

Careful  examination,  sometimes  with  anesthesia,  and, 
if  neees-sary,  prolonged  watching  should  be  practised. 
If  a  fold  of  the  abdominal  wall  be  picked  up  between 
the  hands,  it  will  often  show  how  much  of  the  abdom- 
inal enlargement  is  due  to  fat, 

TREATMENT  OF  OVARIAN  CYSTS, 
Tapping. — Atone  time  the  universal  method  of  treat- 
ing cystic  tumors  of  the  ovary  was  by  tapping,  or  punc- 
ture throug]i  the  abdominal  wall.  Many  women  were 
subjected  to  this  proceeding  a  very  great  number  of 
times,  and,  though  not  cured,  were  enabled  to  drag  on  a 
miserable  existence  until  death  resulted  from  exhaustion 
or  from  some  accident  to  the  cyst.  In  a  few  cases  the 
cyst  refilled  very  slowly,  relief  being  experienced  for  sev- 
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eral  years  before  a  second  tapping  became  necessary.  In 
still  fewer  cases  the  tapping  seemed  to  be  curative,  the 
tumor  never  reappearing  after  it  had  been  evacuated. 
Such  cases  were  so  unusual  that  they  should  have  no  in- 
fluence whatever  in  determining  the  method  of  treatment. 
In  the  great  majority  of  instances  the  cyst  rapidly  re- 
filled. Sometimes  the  fluid  accumulated  with  such  ra- 
pidity that  evacuation  became  necessary  ever}-  few  days. 
Referring  again  to  the  old  records,  we  find  a  case  which 
was  tapped  664  times  in  thirteen  years — once  in  about 
seven  days! 

If  the  cyst  were  multilocular,  tapping  furnished  but 
partial  relief. 

The  proceeding  itself  was  attended  by  serious  dangers. 
Dr.  Fock  of  Berlin  in  1856  stated  that  25  out  of  132 
women — or  i  in  5^ — died  within  some  hours  or  a  few 
days  after  the  first  tapping.  Another  operator  lost  9  out 
of  64  cases — or  very  nearly  i  in  7 — within  twenty-four 
hours  after  the  first  tapping.  The  chief  mortality  oc- 
curred in  the  cases  of  multilocular  tumors.  Tapping 
the  unilocular  tumors  was  attended  by  much  less  danger. 

The  sources  of  danger  from  tapping  were  the  following: 
hemorrhaf^e  from  puncture  of  a  vessel  in  the  cyst- wall; 
septic  or  other  infection  of  the  peritoneum;  and  inflam- 
mation or  suppuration  of  the  cyst. 

The  majority  of  the  women  died  in  consequence  of 
peritoneal  infection. 

The  danger  arose  not  only  from  septic  infection  of  the 
peritoneum,  but  from  papillomatous  or  other  infection 
from  the  escape  into  the  peritoneal  cavity  of  some  of  the 
cvst-contcnts.  Reference  has  already  been  made  to  the 
occurrence  of  the  papillomatous  infection  at  the  site  of 
puncture  in  the  abdominal  wall. 

At  the  present  day  tapping  an  ovarian  cyst  with  the 
hope  of  cure  is  never  practised. 

Tapping  as  a  palliative  procedure  should  never  be  per- 
formed. The  dangers  that  may  result  from  the  tapping 
cannot  be  disregarded,  and  no  hope  whatever  of  cure  can 
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be  held  out  to  the  patient.  When  operation  is  finally 
perfonned,  it  is  rendered  much  more  difficult  from  the 
adhesions  that  have  resulted  from  previous  tappings. 

Operation. — The  treatment  of  ovarian  cysts  is  opera- 
tive. Celiotomy  should  be  performed  and  the  tumor  re- 
moved without  delay.  The  dangers  due  to  the  accidents 
that  may  occur  show  the  risk  of  waiting  after  a  diagnosis 
has  been  made.  When  the  tumor  is  small  the  operative 
complications  and  dangers  are  at  a  minimum. 

Even  if  the  tumor  be  discovered  accidentally  by  the 
physician,  and  has  never  given  any  trouble  to  the  wom- 
an, operation  for  its  removal  should  be  advised.  A  der- 
moid that  has  existed  for  years  may  suddenly  endanger 
the  woman's  life.  Delay  in  the  case  of  papillomatous 
tumors — and  no  one  can  detennine  in  the  early  stages 
whether  or  not  a  cyst  be  papillomatous — is  especially 
dangerous.  About  one-half  the  women  upon  whom  I 
have  operated  for  papillomatous  cysts  have  come  to  me 
after  the  peritoneum  had  become  infected.  Though  the 
peritoneum  be  extensively  involved,  operation  is  by  no 
means  hopeless.  As  in  the  case  of  tuberculosis  of  the 
peritoneum,  so  in  papilloma,  the  opening  and  draining 
of  the  abdominal  cavitv  may  result  in  cure. 

Pregnancy  is  no  contraindication  to  operation.  In  fact, 
the  dangers  of  obstructed  labor,  of  rupture  of  the  cyst, 
and  of  torsion  of  the  pedicle  urgently  call  for  immediate 
operation  in  such  cases.  Pregnancy  usually  progresses  to 
full  term  after  operation. 


CHAPTER   XXXII. 
SOLID  TUMORS  OF  THE  OVARY. 

Solid  tumors  of  the  ovary  are  of  rare  occurrence. 
They  are  said  to  be  found  in  about  5  per  cent,  of  all  the 
cases  of  ovarian  tumors  that  are  submitted  to  operation. 

The  solid  tumors  of  the  ovary  are  fibromata,  myom- 
ata,  sarcomata,  carcinomata,  and  papillomata. 

Fibromata. — Ovarian  fibromata  are  very  rare;  they  are 
histologically  similar  to  fibroid  tumors  of  other  parts  of 
the  body.  They  do  not  form  circumscribed  new  growths, 
but  affect  the  whole  organ,  which  becomes  uniformly  hy- 
pertrophied,  preserving  its  general  shape  and  anatomical 
relations.  The  tumor  may  contain,  between  the  bundles 
of  fibrous  tissue,  small  cavities  filled  with  fluid.  The 
growth  is  usually  intra-peritoneal  and  has  a  well-formed 
pedicle;  it  may,  however,  in  exceptional  cases  be  extra- 
peritoneal and  develop  between  the  layers  of  the  broad 
ligament.  In  such  a  case  there  is  difficulty  in  determin- 
ing whether  the  fibroid  originated  in  the  uterus  or  in  the 
ovarv.  Ovarian  fil)roniata  are  usuallv  of  small  size  and 
slow  growth.  A  case  has  been  reported  in  which  the 
tumor  weighed  over  7  ])ounds. 

Corpora  Fibrosa. — A  variety  of  the  ovarian  fibromata 
are  the  corpora  fibrosa,  which  are  due  to  fibroid  degenera- 
tion of  the  corpus  luteuni.  They  are  tough,  fibrous 
bodies,  about  the  size  of  a  pea,  which  are  occasionally 
found  upon  the  surface  of  the  ovary.  It  is  said  that  they 
may  attain  the  size  of  a  cliilcrs  head.  They  are  usually, 
however,  very  small,  and  have  no  clinical  significance. 

Myomata. — Ovarian  myomata  are  composed  chiefly 
of  unstriped  muscular  fiber.  They  are  somewhat  more 
frequent  than  the  pure  fibromata.     The  two  growths  may 
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be  mixed,  forming  a  fibro-myomatous  tumor.  The  my- 
omatous tumor  may  attain  the  weight  of  fifteen  pounds. 

Sarcomata. — The  majority  of  solid  tumors  of  the 
ovary  are  sarcomatous  in  character,  and  it  seems  prob- 
able that  many  tumors  that  are  classed  as  fibroids  or 
fibro-myomata  are  in  reality  ovarian  sarcomata.  The 
growth  may  be  either  of  the  spindle-cell  or  the  round- 
cell  variety. 

Sarcoma  of  the  ovary  differs  from  sarcoma  in  other 
parts  of  the  body  in  the  fact  that  it  is  very  often  bilateral. 
Sutton  slates  that  both  ovaries  are  affected  in  about  20 
per  cent,  of  the  cases.  Other  observers  state  that  ova- 
rian sarcomata  are  usually  bilateral. 

The  surface  of  the  tumor  is  smooth,  and  the  general 
form  and  anatomical  relations  of  the  ovary  are  unaltered. 
Ovarian  sarcomata  are  usually  of  median  f.\ie,  though 
they  may  attain  enormous  proportions  and  fill  the  ab- 
dominal cavity. 

The  tumor  is  usually  of  rapid  growth;  in  one  case  it 
attained  a  weight  of  ten  pounds  within  a  period  of  six 
months.  The  growth  is  accelerated  by  pregnancy.  As- 
cites is  commonly  present  with  ovarian  sarcoma,  and 
cachexia  may  appear  rapidly. 

Ascites  caused  by  peritoneal  irritation  may  accom- 
pany any  of  the  solid  tumors  of  the  ovary,  as  other 
kinds  of  freely  movable  abdominal  tumor.  It  is,  how- 
ever, especially  characteristic  of  the  ovarian  sarcomata, 
and  is  a  point  of  diagnostic  importance. 

Ovarian  sarcomata  differ  from  the  fibroid  and  the  myom- 
atous tumors  in  rapidity  of  growth,  involvement  of  both 
ovaries,  and  the  presence  of  ascites.  Ovarian  sarcomata 
may  occur  at  any  age.  They  are  relatively  very  frequent 
in  children.  An  analysis  of  60  cases  of  ovarian  tumors 
in  children  collected  by  Suttou  shows  that  sarcomata  oc- 
curred 16  times. 

The  symptoms  caused  by  ovarian  fibromata,  myoniata, 
and  sarcomata  are  those  referable  to  pres-^iure  and  peri- 
toneal   irritation.     These   tumors,   on   account   of   their 
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moderate  size  and  great  mobility,  seem  to  be  especially 
liable  to  torsion  of  the  pedicle.  They  should  be  removed 
by  celiotomy  as  soon  as  recognized. 

Both  ovaries  should  always  be  carefully  examined,  for 
in  sarcoma  the  disease  is  often  bilateral. 

Carcinomata.* — Primary  cancer  of  the  ovaries  is  very 
rare.  Secondary  infection  of  these  organs  is,  however, 
of  not  infrequent  occurrence.  It  is  found  in  cases  of 
cancer  of  the  breast  and  of  the  uterus.  In  29  cases  of 
death  from  cancer  of  the  breast,  both  ovaries  were  found 
to  be  involved  in  3  cases. 

The  site  of  the  ovary  is  occupied  by  an  irregular 
nodular  mass.  Ascites  is  commonly  present  in  cancer 
of  the  ovaries,  the  fluid  being  often  tinged  with  blood. 
The  disease  is  of  very  rapid  progress. 

When  cancer  of  the  ovaries  is  secondary  to  cancer  else- 
where than  in  the  uterus,  operation  offers  no  prospect  of 
cure.  If  the  disease  is  secondary  to  cancer  of  the  uterus, 
it  may  be  possible  to  remove  all  of  the  affected  structures. 

Ovarian  Papillomata. — Superficial  papillomata  of  the 
ovary  are  of  very  rare  occurrence.  In  many  of  the  cases 
in  which  the  papillomata  appear  to  grow  from  the  surface 
of  the  ovary  there  had  previously  been  a  papillomatous 
cyst  of  paroophoritic  origin,  which  had  become  perforated 
and  ])erliaps  inverted,  so  that,  after  the  cyst  had  become 
destroyed,  the  growths  appeared  to  spring  from  the  ova- 
rian surface.  Careful  dissection  and  search  for  the  re- 
mains of  the  old  cyst  should  always  be  made  in  such 
cases. 

In  superficial  papilloma  of  the  ovary  the  growths  are 
in  all  respects  similar  to  those  found  in  the  interior  of 
papillomatous  cysts.  They  may  be  isolated  upon  the 
surface  of  the  ovary,  or  they  may  cover  it  so  completely 
that  the  ovary  is  hidden  from  view.  A  section,  however, 
will  reveal  the  ovary  lying  in  the  centre  of  the  growth. 

The  papillomata  may  be  pedunculated  or  sessile.  Tliey 
varv  in  size.  In  some  cases  thev  form  a  mass  laro-er  than 
the  adult  fist. 
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The  disease  is  often  bilateral.  Secondarj-  involvement 
of  the  peritoneum  occurs,  as  in  the  case  of  papillomatous 
cyst.  The  course  of  the  disease  is  similar  to  that  of  a 
perforated  papillomatous  cyst.  The  treatment  is  im- 
mediate celiotomy  and  removal.  As  in  the  case  of 
papillomatous  cysts,  involvement  of  the  peritoneum  is 
no  contraindication  to  operation. 

Tuberculosis  of  the  Ovary. — Tuberculosis  of  the 
ovary  is  usually  secondary  to  tuberculosis  of  the  Fallo- 
pian tubes.  In  tuberculosis  of  the  peritoneum  the  ovaries 
are  often  found  to  be  involved,  in  some  cases  without  ac- 
companying disease  of  the  tube.  In  phthisical  women 
the  ovaries  have  been  found,  in  rare  instances,  to  be  the 
only  portion  of  the  genital  apparatus  in  which  secondarj' 
deposit  of  tubercles  took  place. 

Williams  states  that  primary  tuberculosis  of  the  ovaries 
has  not  yet  been  described. 

The  surface  of  the  ovary  may  be  covered  with  miliary 
tubercles,  or  they  may  be  scattered  through  the  substance 
of  the  gland.  In  other  cases  the  ovary  contains  cavities 
filled  with  cheesy  material  or  pus,  forming  a  tuberculous 
abscess. 

There  are  no  characteristic  symptoms  of  tuberculosis 
of  the  ovaries.  The  condition  is  usually  found  at  ope- 
ration or  at  autopsy,  associated  with  tuberculosis  of  the 
peritoneum  or  of  some  other  part  of  the  genital  organs, 
as  the  Fallopian  tubes  and  the  uterus. 

The  treatment  con5i.sts  in  oophorectomy,  unless  opera- 
tion is  contraindicated  on  account  of  extensive  involve- 
ment of  other  structures. 

Tumors  of  the   Ovarian  Wgament.— Fibroid  and 

sarcomatous  tumors  have  occasionally  been  found  in  the 

ovarian  ligament.     Doran  has  reported  a  fibroid  of  the 

ovarian  ligament  that  weighed   17  pounds.     The  writer 

,   has  removed  a   sarcoma   of   the   ovarian   ligament  that 

'   weighed  5  pounds. 

.  is  impossible  to  distinguish  these  tumors  from  similar 
growths  of  the  ovar>-.     They  demand  like  treatment. 


CHAPTER   XXXIII. 
MALFORMATIONS  OF  THE  GENITAL  ORGANS. 

Congenital  malfoniiatioiis  are  found  in  all  parts  of 
the  genital  tract.  Some  of  the  more  common  fonns,  like 
arrested  development  of  the  uterus,  have  been  referred  to 
in  the  previous  pages.  Others  will  briefly  be  considered 
here.  Reference  to  the  method  of  development  of  the 
sexual  organs  will  elucidate  this  subject. 

The  Fallopian  tubes,  the  uterus,  and  the  vagina  are 
developed  from  two  embryonic  structures  called  the  ducts 
of  Miiller.  These  ducts  become  fused,  first  at  the  lower 
extremity,  between  the  sixth  and  eighth  weeks  of  fetal 
life  (Fig.   171).     The  early  genital  tract  thus  formed  is 


Fig.  171. — Diagrams  sliowini;    the  clevel<)pnienl  of  llic   vagina  and  the  utenis 

fidm  Miiller's  ducts. 


consequently  divided  throughout  by  a  septum,  which 
normally  disappears  during  fetal  development,  so  that 
there  results  one  vaginal  and  uterine  tract,  from  which 
the  Fallopian  tubes  branch. 

The  most  important  malformations  of  the  vagina  and 
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the  uterus  arise  from  arrest,  at  auy  stage,  of  this  normal 
developmental  process. 

Very  rarely  the  uterus  is  completely  absent,  or  it  may 
be  represented  by  a  small  band  of  muscular  and  connec- 
tive tissue  stretched  across  the  pelvis.  In  other  cases  the 
cervix  is  well  formed,  while  the  body  of  the  uterus  is  but 
poorly  developed. 

We  have  seen  that  this  condition  is  often  associated  with 
pathological  anteflexion  of  the  uterus. 

Utems  Unicorms. — Sometimes  there  is  arrest  in  the 
development  of  one  of  Miiller's  ducts,  so  that  the  uterus 
becomes  one-sided  or  one-homed  and  presents  only  one 
formed  Fallopian  tube-  In  such  a  case  both  ovaries  may 
be  present. 

Utems  Didelphys.— Miiller's  ducts  may  unite  only  as 
far  as  the  top  of  the  vagina,  no  fusion  whatever  taking 

i place  in  the  uterine  portion.     In  such  a  case  two  sepa- 
rated uterine  bodies  are  produced;  the  condition  of  double 
uterus  e.vists  (Fig.  172}. 
Utems  Bicomis  Duplex.— In  this  variety  of  malfor- 
mation development  has  preceded  a  step  farther  than  in  the 


Fin.  173. — Uienu  didelphya  and  double  vigina. 
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preceding  variety.  The  uterine  bodies  have  become  ex- 
ternally united.  There  is,  however,  no  fusion  of  the 
cavities.  Two  cavities  are  present,  opening  into  a  double 
\'agiua. 

Uterus  Bicomis  Unicollis. — Here  the  development 
of  the  cervix  and  the  lower  part  of  the  uterus  is  normal. 
The  upper  parts  of  the  body  of  the  uterus  have  not  be- 
come fused,  and  diverge  sharply  from  each  other.  The 
organ  is  two-horued  (Fig.   173). 


iii  unicollis  (Wiiickel). 


Uterns  Cordifonnis.— In   this  variety  the  two  halves 

of  the  uterns  are  united  throughout.  Externally  on  the 
fundus  there  appears  a  slight  depression,  which,  with  the 
broad  body  of  the  uterus,  demonstrates  the  imperfection 
of  development.  The  name  is  derived  from  the  resem- 
blance to  the  conventional  heart-shape. 

Uterus  Septus. — In  this  variety  development  has  pro- 
gressed so  far  that  externally  the  uterus  presents  the  nor- 
mal appearance.  The  septum  that  divides  the  two  ducts 
has,  however,  failed  to  disappear,  and  a  divided  uterus 
results.  The  septum  may  extend  throughout  the  body 
of  the  uterus,  or  it  may  be  less  perfectly  formed.  Often 
one  side  of  the  uterus  is  better  deveIo[)ed  than  the  other 
(FiR-  174)- 

Malformation  of  the  Vagina. — Malformation  of  the 
vagina  is  frequently  present  with  malformation  of  the  ute- 
rus. The  septum  that  divides  Miiller's  ducts  may  per- 
sist throughout  the  whole  length  of  the  vagina,  forming 
a  double  vagina;  or  the  septum   may  have  partly  dis- 
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appeared,  being  present  in  various  stages  of  perfection. 
In  double  vagina  each  orifice  may  be  guarded  by  a  dis- 
tinct hymen. 

Sometimes  one  of   the  canals  of  a  double  vagina  is 
much  better  developed   than  the  other.     The  orifice  of 


Fig,  174 


the  poorly  developed  canal  may  be  closed  at  its  lower 
extremity,  so  that  the  malformation  is  never  recognized 
by  the  woman  or  physician  nnless  the  closed  canal  be- 
come distended  with  blood  or  other  secretion.  A  variety 
of  vaginal  cyst  may  be  formed  in  this  way. 

Unilateral  ]'agina. — In  this  variety  of  malformation 
one  of  the  ducts  of  Miiller  fails  to  develop  at  all.  The 
condition  always  occurs  with  uterus  unicornis.  The 
vaginal  canal  is  smaller  than  normal  and  may  be  situated 
to  oue  side  of  the  median  line. 

Absence  of  the  z'agina  rarely  occurs.  There  may  be  no 
sign  whatever  of  this  structure,  or  it  may  be  represented 
by  a  fibrous  cord.  The  external  genitals  may  also  be 
absent,  or  they  may  be  well  developed. 

If  the  uterus  and  ovaries  are  well  developed,  much 
trouble  may   arise    from    retention   of   menstrual   blood. 

An  attempt  should  be  made,  by  means  of  a  transverse 
incision  between  the  rectum  and  the  urethra,  to  reach  the 
,  ,iiid,   if  possible,  to  make  an  artificial  1 
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transposition  of  skin  from  the  buttocks.  Such  treatment 
is  usually  unsatisfactory,  as  a  patulous  canal  cannot  be 
maintained.  It  may  be  necessary  to  remove  the  uterus 
and  appendages. 

Sometimes  the  vagina  is  absent  in  only  part  of  its 

course,  being  open  below  and 
represented  above  by  a  fibrous 
cord;  or  the  upper  and  lower 
portions  may  be  developed, 
while  the  middle  portion  is 
imperforate. 

These  conditions   are  more 
amenable   to   operative    treat- 
ment than  in  the  case  of  com- 
plete  absence  of  the  vagina. 
^  ,,  ,     The  intervening: septum  should 

riG.  175. —  liaiibverse  septum  of  *^      * 

ihevaiiinaiHeyder).  be   mcised,  and  the  patulous 

condition  maintained  by  the 
passage  of  bougies  if  necessary. 

Sometimes  the  lumen  of  the  vagina  is  obstructed  by 
the  presence  of  transverse  bands  or  crescentic  folds,  which 
have  been  described  as  supplementary  hymens  (Fig.  175). 

A  hcniatocolpos  is  produced  when  the  vagina  becomes  dis- 
tended with  menstrual  blood  above  such  an  obstruction. 

Hermaphroditism. — A  true  hermaphrodite  is  an  indi- 
vidual who  possesses  the  organs  of  both  sexes  in  a  condi- 
tion of  perfect  function.  The  existence  of  true  hermaph- 
roditism is  denied  by  many  authorities  of  the  present 
day,  though  the  older  writers  firmly  believed  in  it.  It  is 
doubtful  if  there  are  anv  cases,  recorded  as  true  hennanh- 
rodites,  in  which  the  demonstration  of  the  condition 
is  not  open  to  serious  criticism;  such  individuals  are  in 
reality  pseudo-hermaphrodites. 

A  pscndo-hcrmaphrodite  is  possessed  of  a  distinct  sex, 
and  has  either  ovaries  or  testicles,  though  the  external 
genitals  and  other  secondary  sexual  characteristics  may 
present  the  appearance  of  a  double  sex. 

In    inale  psctido-hcr7naphroditism    the    individual   has 
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testicles,  and  the  external  genital  organs  simulate  those 
of  the  female. 

Ym  female  pseudo-hcrmaphroditism  the  individual  has 
ovaries,  and  the  external  genital  organs  simulate  those 
of  the  male. 

lu  male  pseiido-hermapliroditism  the  condition  of 
hypospadias  is  usually  present,  the  lower  surface  of  the 
urethra  and  the  perineum  being  split.  The  penis  may 
be  very  small  and  imperforate,  the  urethra  opening  at  its 
base.  The  fissure  of  the  perineum  closely  resembles  the 
vagina,  and  the  split  scrotum  may  be  mistaken  for  the 
labia.  Cases  of  this  kind  are  on  record  in  which  the  in- 
dividuals, ignoraut  of  their  true  sex,  have  for  years  in- 
dulged iu  sexual  connection  with  men. 

In  female  pseudo-hermaphrodilism  there  is  hypertrophy 
of  the  clitoris  and  the  prepuce,  with  approximation  of  the 
labia  majora  and  coutractiou  or  occlusion  of  the  ostium 
vaginas,  giving  the  genitals  the  appearance  of  the  mascu- 
line type. 

The  secondary  sexual  characteristics  of  both  varieties 
of  pseudo-hermaphrodites — the  distribution  of  hair, 
mammary  development,  shape,  voice,  etc. — are  usually 
of  the  feminine  type. 

It  is  often  exceedingly  difficult  to  determine  during  life 
the  true  sex  of  the  individual  in  cases  of  hermaphro- 
ditism. 

The  labia  should  be  carefully  palpated  to  determine 
whether  or  not  testicles  are  preseut.  Rectal  examination 
should  be  made  to  determine  the  existence  of  uterus  or 
ovaries.  The  sexual  inclinations  of  the  individual  should 
be  observed.  The  discharge  from  the  genitals  during 
sexual  excitement  should  be  examined  for  spermatozoa. 

If  conception  occurs,  of  course  all  doubt  is  removed. 
If  the  sex  cannot  be  definitely  determined  by  such  exam- 
ination, it  is  best  to  consider  the  case  one  of  male  pseudo- 
hermaphroditism, which  is  the  usual  form,  and  to  treat 
the  individual  as  a  male. 


A 


CHAPTER   XXXIV. 
DISORDERS  OF  MENSTRUATION. 

Menstruation,  or  the  regular  periodical  discharge  of 
blood  from  the  uterus,  is  a  phenomenon  that  occurs  only 
in  the  human  race  and  in  some  monkeys.  The  anatomi- 
cal changes  that  accompany  menstruation  have  not  yet 
been  definitely  determined.  Nothing  is  known  with  any 
degree  of  certainty  regarding  its  cause  and  significance. 
There  is  much  diversity  of  opinion  in  regard  to  the  coin- 
cidence of  ovulation  and  menstruation.  Ovulation  and 
conception  may  occur  when  menstruation  is  absent,  and 
it  seems  probable  that  menstruation  may  take  place  in- 
dependently of  ovulation. 

The  process  of  menstruation  is  in  many  respects  differ- 
ent from  the  rut  of  other  animals. 

Menstruation  usually  begins  in  this  country  at  the 
fourteenth  year.  The  time  of  the  first  appearance  of  the 
process  is  influenced  by  race,  climate,  and  environment. 
As  a  rule,  it  begins  earlier  in  warm  climates  and  later  in 
cold  climates.  It  is  earlier  in  girls  who  lead  luxurious, 
indolent  lives  than  in  girls  of  the  working  classes. 

Precocious  mensiniation  rarely  occurs  at  a  ver\'  early 
age.  It  has  been  known  to  begin,  and  to  recur  with 
regularity,  from  the  time  of  birth.  In  such  cases  there 
is  a  corresponding  premature  development  of  the  sexual 
organs. 

The  7nensfnial  fluid  consists  of  blood,  mucous  secre- 
tion from  the  uterus  and  vagina,  and  epithelial  cells  from 
the  endometrium. 

The  normal  duration  of  the  flow  is  from  two  davs  to  a 
week.  The  amount  of  fluid  discharged  is  from  2  to  9 
ounces.     Menstruation  occurs   every  twenty-eight  days, 
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counting  from  the  beginning  of  one  period  to  the  begin- 
ning of  another.  The  menstrual  interval  is  subject  to 
considerable  individual  variations,  which  appear  to  be 
within  the  limits  of  health.  It  sometimes  occurs  with 
regularity  every  two,  three,  or  five  weeks.  When  it 
occurs  every  two  weeks,  the  alternate  flows  are  often 
but  small  in  amount.  The  occurrence  of,  or  the  attempt 
at,  menstruation  every  two  weeks,  in  a  woman  who  had 
previously  menstruated  monthly,  is  sometimes  a  symp- 
tom of  beginning  uterine  disea.se. 

Menstruation  commonly  ceases  at  about  the  forty-fifth 
year,  when  the  menopause  appears. 

Most  of  the  disorders  of  menstruation  have  already 
been  considered  as  symptoms  of  the  various  lesions  of 
the  genital  organs  that  have  been  described  in  the  pre- 
vious pages. 

There  are  some  disorders  of  menstruation,  however, 
often  unaccompanied  by  discoverable  lesions,  which  now 
demand  consideration. 

Amenorrhea. — Amenorrhea  is  the  absence  of  men- 
struation. Failure  of  the  menstrual  blood  to  be  dis- 
charged from  the  vagina,  such  as  occurs  in  cases  of 
atresia,  is  not  necessarily  amenorrhea;  menstruation  may 
have  taken  place,  though  the  most  marked  phenomenon 
of  this  process,  the  discharge  of  blood,  is  concealed. 

The  term  primary  amenorrhea,  or  emansh  niensmm, 
is  applied  to  those  cases  in  which  menstruation  has  never 
appeared.  Secondary  amenorrhea,  or  suppressio  men- 
applied  to  those  cases  in  which  menstruation  has 
ceased  after  having  once  been  established. 

Amenorrhea  is  due  to  defective  development  of  the 
organs  of  generation;  to  premature  atrophy,  snch  as 
occurs  in  supcrin volution  of  the  uterus;  to  lesions, 
pathological  and  traumatic;  to  acute  and  chronic  general 
diseases;  and  to  psychical  disturbances. 

Menstruation  is  often  absent  during  the  acute  diseases, 
such  as  typhoid  fever,  and  it  may  remain  suppressed 
until  the  general  health  is  fully  restored. 
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Amenorrhea  may  also  occur  in  any  chronic  debilitating 
condition.  It  is  common  in  chlorosis,  anemia,  phthisis, 
and  malaria. 

It  frequently  results  from  changes  of  climate  and  sur- 
roundings, and  continues  until  the  person  becomes 
adapted  to  the  new  environment.  It  is  seen  in  emi- 
grants from  other  countries,  and  in  women  who  move 
from  the  country  to  large  cities.  It  is  often  caused  by 
overwork,  physical  and  mental,  and  by  insufficient  food. 
It  is  not  uncommon  in  studious  school-girls. 

Amenorrhea  is  sometimes  due  to  the  excessive  general 
development  of  fat,  even  in  young  woman  who  are  ap- 
parcMitly  in  good  general  health. 

Amenorrhea  is  frequently  associated  with  insanity.  It 
may  be  caused  by  fright,  grief,  or  anxiety.  The  fear  of 
pregnancy  after  illicit  coitus  sometimes  produces  it. 

In  some  unusual  cases  amenorrhea  is  present  without 
any  discoverable  cause.  The  woman  may  be  in  perfect 
general  health,  and  the  sexual  organs  may  be  well  devel- 
oped, at  least  so  far  as  can  be  determined  by  physical 
examinatiou. 

In  amenorrhea  there  is  often  a  general  periodical  dis- 
turbance that  marks  the  times  at  which  the  menstrual 
bleeding  should  occur.  There  may  be  headache,  flashes 
of  heat,  nervousness,  nausea  and  vomiting,  and  a  feeling 
of  fulness  and  pain  in  the  pelvis.  Various  cutaneous 
eruptions  may  occur  as  the  result  of  amenorrhea,  as  in 
other  diseases  of  the  genital  apparatus. 

The  poor  health,  mental  and  physical,  that  usually  ac- 
companies amenorrhea  is  often  thought  by  the  patient 
and  her  friends  to  be  the  result,  rather  than  the  cause — 
as  it  really  is — of  the  arrested  bleeding. 

Treatment. — The  treatment  of  amenorrhea  depends 
upon  the  cause  of  the  condition.  Little,  if  any,  benefit 
is  to  be  expected  in  those  cases  due  to  defective  develop- 
ment of  the  uterus  or  the  ovaries.  If  an  attempt  at  men- 
struation is  made,  as  shown  by  periodical  local  paih  and 
general  disturbance,  and  the  uterus  is  found  to  be  small 
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and  sharply  anteflexed,  benefit  may  sometimes  result  from 
thorougli  dilatation  of  the  cervix. 

Most  cases  of  amenorrhea  demand  general  treatment. 
The  mode  of  life  shonld  be  regnlated  according  to  strict 
hygienic  principles.  Fresh  air,  sunshine,  baths,  and 
suitable  exercise  should  be  prescribed.  Studious  girls 
should  be  made  to  lead  more  active  lives.  A  change  of 
surroundings  is  beneficial.  A  visit  to  the  seashore  and 
salt-water  baths  are  of  advantage. 

The  general  health  should  be  improved  by  the  admin- 
istration of  iron,  strychnine,  or  some  other  tonic.  Blaud's 
pill  and  the  hypophosphites  are  useful.  Obesity  shonld 
be  relieved  by  a  regnlated  diet  and  exercise.  The  regu- 
larity of  the  bowels  shonld  always  be  carefully  attended 
to.  Most  of  the  so-called  emmenagogues  are  of  but  little, 
if  any,  value.  Benefit  is  sometimes  derived  from  the  use 
of  potassium  permanganate  (gr.  j-ij  three  times  a  day) 
and  the  binoxide  of  manganese  (gr.  j-ij  three  times  a 
day).  These  medicines  should  be  administered  in  pill 
form  for  several  weeks. 

0-xalic  acid  in  doses  of  from  -jlj  to  ^  of  a  grain,  given 
in  lemon  syrup  for  a  period  of  from  one  to  four  months, 
has  been  recommended,  and  is  sometimes  very  useful. 

It  seems  probable  that  pelvic  mas.sage  practised  for  a 
period  of  several  months  may  result  in  benefit. 

Acute  suppression  of  menstraatioii  during  a  meu- 
stnial  period  is  a  plicnonifnon  lo  which  the  term  amen- 
orrhea is  not  properly  applicable.  It  may  be  caused  by 
exposure  to  cold  or  by  some  sudden  emotional  disturbance 
during  the  menstrual  flow. 

The  condition  may  be  unaccompanied  by  any  subjec- 
tive symptoms,  or  there  may  be  present  ovarian  and  pel- 
vic pain. 

The  treatment  consists  in  rest  in  bed,  the  application 
of  warm  fomentations  to  the  lower  abdomen,  and  hot 
foot-baths.  Especial  care  of  the  general  health  should 
be  observed  at  the  following  menstrual  period. 

Scanty   Menstruation. — Scanty  menstruation  occurs 
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In  some  cases  such  an  opening  is  made  for  therapeutic 
reasons  by  the  physician,  for  the  cure  of  cystitis. 

Intelligent  midwifery  and  the  prompt  and  proper  use 
of  the  obstetrical  forceps  have  greatly  diminished  the 
frequency  of  vesico-vaginal  fistula.  It  was  formerly  a 
ver\'  common  disease.  At  the  present  day  it  is  but  rarely 
seen,  at  least  in  those  parts  of  the  countrj^  where  women 
have  competent  attendance  at  labor. 

The  vesico-vaginal  opening  may  be  situated  at  any 
portion  of  the  septum.  It  varies  very  much  in  size  and 
shape.  It  may  be  a  small  hole  barely  admitting  a  fine 
probe-point,  a  median  slit,  or  a  large  irregular  opening 
involving  the  whole  base  of  the  bladder. 

The  appearance  of  the  fistula  varies  according  to  the 
time  that  has  elapsed  since  the  receipt  of  the  injury. 
The  margins  of  the  opening,  which  are  at  first  irregular 
and  ulcerated,  become  in  time  thin  and  firm  from  cicatri- 
cial contraction,  and  the  size  of  the  opening  becomes 
similarly  diminished. 

The  first  symptom  of  vesico-vaginal  fistula  is  the  in- 
voluntary escape  of  urine  from  the  vagina.  If  the  con- 
dition has  resulted  from  pressure  at  parturition,  the  in- 
continence of  urine  does  not  appear  for  five  or  ten  days 
after  labor,  when  the  slough  has  separated.  When  a 
direct  laceration  of  the  vesico-vaginal  septum  has  oc- 
curred,  the  urine  will  escape  ininiediately. 

The  decree  of  incontinence  varies  with  the  size  and 
the  position  of  tlie  fistula.  If  the  opening  is  small  and 
is  situated  in  the  upper  part  of  the  vagina,  there  may  be 
perfect  continence  when  the  woman  is  in  tlie  erect  posi- 
tion, as  loner  as  the  urine  remains  below  the  level  of  the 
openin<i^.  Incontinence  returns  when  tlie  accumulation 
of  urine  becomes  greater  than  this  and  when  the  woman 
assumes  tlie  recumbent  posture.  I  have  seen  a  woman 
willi  a  fistula  of  this  kind  who  was  only  troubled  with 
incontinence  at  ni^lit. 

The  secondary  syni])toms  of  vesico-vaginal  fistula  are 
due  to  the  irritation  of  the  urine.     Unless  the  greatest 
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cleanliness  be  observed,  great  suffering  may  result  within 
a  few  weeks  after  the  receipt  of  the  injury.  The  vagina, 
the  labia,  and  the  inner  aspects  of  the  thighs  become  in- 
flamed and  excoriated.  The  mucous  membrane  of  the 
vagina  may  become  covered  with  an  offensive  phosphatic 
deposit.  If  the  fistulous  opening  be  large,  the  fundus  of 
the  bladder  may  prolapse  into  the  vagina  and  become 
covered  with  a  similar  deposit. 

Secondary  kidney  disease,  from  infection  of  the  ureters, 
may  follow  in  time. 

As  the  result  of  disuse  the  bladder  becomes  contracted, 
and  its  walls  become  thickened  from  inflammatory  infil- 
tration, so  that  when  the  fistula  is  cJoscd  the  capacity  of 
the  bladder  is  much  less  than  normal.  Disuse  of  the 
urethra  results  also  in  contraction,  which  may  be  so  ex- 
tensive as  seriously  to  complicate  treatment. 

Physical  examination  usually  reveals  the  condition. 
The  woman  should  be  placed  in  the  Sims,  the  genu-pec- 
toral,  or  the  lithotomy  position,  and  the  anterior  vaginal 
wall  should  be  examined  through  the  Sims  speculum. 
The  examiner  should,  of  course,  determine  that  the  iu- 
volunlary  flow  of  urine  comes  from  the  vagina,  and  not 
from  the  urethra.  Women  are  often  unable  to  tell  accu- 
rately whence  the  urine  escapes,  and  the  single  symp- 
tom of  incontinence  of  urine  is  not  pathognomonic  of 
fistula. 

In  most  cases  the  fistulous  opening  may  be  readily 
detected,  and  a  sound  passed  through  the  urethra  may  be 
made  to  emerge  in  the  vagina.  In  the  case  of  small 
openings,  however,  obscurely  situated  in  the  upper  part 
of  the  vagina,  and  especially  in  case  of  vesico- uterine 
fistula,  it  may  be  diflicult  to  demonstrate  the  presence  of 
a  fistula.  In  such  cases  the  bladder  may  be  filled  with 
sterile  milk,  which  may  then  be  seen  escaping  into  the 
vagina.  This  is  a  valuable  method  of  diagnosis  in  the 
rare  cases  of  uretero-vagiiial  fistnla. 

Tiealment. — The  method  of  curing  vesico-vaginal  fis- 
-  tula  was  taught  lo  the  world  by  Marion  Sims,  who  ope- 
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plug.  The  vaginal  plugs  of  glass  or  of  hard  rubber  are 
made  of  various  sizes.  They  should  be  long  enough  and 
thick  enough  to  stretch  the  vagina  without  producing 
sloughing.     The  plug  is  retained  by  a  T-bandage. 

After  this  operation  the  woman  should  be  kept  in  bed 
for  a  week  or  ten  days.  The  urine  should  be  drawn  with 
the  catheter  without  removing  the  plug.  When  suppu- 
ration begins  the  plug  will  become  loosened  and  may  be 
removed.  Emmet  says:  '*  It  is  remarkable  how  much 
absorption  of  the  cicatricial  tissue  takes  place  in  a  few 
weeks  when  judicious  pressure  has  been  maintained  by 
this  instrument 

After  removing  the  plug,  vaginal  douches  should  be 
resumed  until  healing  is  complete. 

It  will  be  seen  from  this  consideration  that  the  prepara- 
tory treatment  may  be  severe  and  may  extend  over  a  long 
period.  Such  extensive  treatment  is  not  by  any  means 
always  necessary;  when,  however,  it  is  required,  it  is  use- 
less to  proceed  to  operation  without  it. 

Operation. — The  operation  consists  in  freshening  the 
edges  of  the  fistula  with  the  knife  or  scissors  and  bring- 
ing them  into  apposition  with  the  interrupted  suture. 
Different  forms  of  suture  have  been  used  by  various  ope- 
rators. If  the  parts  are  in  a  healthy  condition  and  are 
properly  denuded  and  approximated,  it  makes  no  differ- 
ence ill  the  result  what  form  of  suture  is  used.  As  in  all 
forms  of  plastic  work,  I  prefer  silkworm  gut  shotted. 
The  operation  is  most  easily  performed  with  the  woman 
in  the  Sims  position,  the  vagina  being  exposed  with  the 
Sims  speculum.  Tlie  lithotomy  or  the  genu-pectoral 
position  is  ])referred  by  some  operators.  The  edge  of  tlie 
openinj^  should  be  seized  with  the  tenaculum  or  with 
tissue-forceps,  and  a  continuous  strip  of  tissue  should  be 
removed  all  around  the  fistula,  extending  from  the  mu- 
cous membrane  of  the  bladder  out  upon  the  vaginal  sur- 
face for  a  quarter  or  three-eighths  of  an  inch.  The  vag- 
inal mucous  membrane  usuallv  retracts  somewhat  as  soon 
as  it  is  liberated  from  the  fistulous  margin,  so  that  tlie 
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raw  surface  is  broader  than  the  strip  removed.  It  is  ad- 
visable to  avoid  any  injury  to  the  mucous  ineuibrane  of 
the  bladder,  as  free  bleeding  may  take  place  from  this 
structure.  The  denuded  surface  should  extend  as  near  as 
possible  to  the  mucous  membrane  of  the  bladder  without 
involving  it. 

The  denudation  should  be  extended  some  distance  be- 
yond each  angle  of  the  fistula,  in  order  to  secure  perfect 
apposition  in  these  positions. 

The  length  and  sJiape  of  the  needle  used  for  closing 
the  opening  varies  with  the  fancy  of  the 
operator.     As    a   rule,    a    small   needle, 
straight  or  curved  at  the  point,  is  most 
convenient  (Fig,  178). 

The  needle  should  be  introduced  about 
an  eighth  of  an  inch  from  the  edge  of 
the    vaginal     mucous     membrane,     and     j.-,"  ijs.— Fisiula- 
should  be  made  to  emerge  at  the  edge  of  needles, 

the  mucous  membrane  of   the  bladder. 
It  should  be  reintroduced  and  emerge  in  the  reverse  order 
on  the  opposite  side  (Fig.  179).     The  sutures  should  be 
placed  about  a  quarter  of  an  inch  apart. 

After  the  sutures  have  been  introduced,  and  before 
they  have  been  shotted  or  tied,  the  bladder  should  be 
thoroughly  washed  out  with  a  warm  boric-acid  solution. 
The  operator  should  make  sure  that  no  blood-clot  is  left 
in  the  bladder.  After  the  sutures  have  been  shotted  a 
light  gauze  tampon  may  be  placed  in  the  vagina. 
A  permanent  soft-rubber  catlieter  may  be  introduced 
through  the  urethra,  or  the  urine  may  be  drawn  every 
three  or  four  hours  after  the  operation.  If  care  is  given 
to  the  cleanliness  of  the  catheter,  it  is  perhaps  best  to 
retain  it  in  the  bladder  for  three  or  four  days,  after  which 
the  urine  may  be  drawn  every  four  hours.  The  catlieter 
should  be  removed  twice  in  twenty-four  hours  for  pur- 
poses of  cleansing.  The  eye  of  the  catheter  frequently 
becomes  obstructed  by  blood-clot. 

It  should  not  be  forgotten  that  the  bladder  is  often 
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much  contracted  in  old  cases  of  vesico-vaginal  fistula, 
and  as  tlie  capacity  is  diminished  more  frequent  catheter- 
ization than  usual  is  necessary. 

Boric  or  benzoic  acid  should  be  continued  during  the 
convalescence. 

The  gauze  tampon  should  be  removed  on  the  second 
day. 

The  bowels  should  be  moved  on  the  second  or  third 
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day.  The  sutures  may  remain  for  two  weeks.  The 
woman  may  sit  up  at  the  end  of  two  weeks. 

The  operation  described  here — more  or  less  modified 
in  order  to  meet  the  requirements  of  different  cases — 
will  result  in  cure  in  the  great  majority  of  instances. 
Often  much  depends  upon  the  ingenuity  and  the  me- 
chanical skiU  of  the  operator.  Sometimes  two  or  three 
operations  are  necessary  before  the  opening  can  be  com- 
pletely closed,  the  operator  closing  part  at  each  sitting. 

In  the  case  of  a  small   fistulous  opening  it  may  be 
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necessary  to  enlarge  it  by  free  incision  before  the  denuda- 
tion and  the  introduction  of  the  sutures  can  be  property 
accomplished. 

In  the  very  rare  cases  which  are  incurable  by  operation 
kolpokleisis,  or  closure  of  the  vagina,  has  been  practised 
by  some.  Tlie  operation  was  performed  by  removing  a 
circular  strip  around  the  circumference  of  the  vagina, 
immediately  above  the  Oiitium  vaginse,  and  approximat- 
ing the  raw  surfaces  by  a  transverse  row  of  sutures. 
This  operation  makes  of  the  bladder  and  the  vagina  one 
urinary  pouch  into  which  menstrual  blood  and  uterine  dis- 
charges flow.  It  should  never  be  practised.  I  quote  from 
Emmet  in  this  connection:   "From  my  own  obser\'ation 

1  liave  learned  that  it  is  but  a  question  of  a  few  months, 
a  year,  or  possibly  two  years,  before  serious  consequences 
must  arise  after  leaving  a  receptacle,  like  a  portion  of  the 
vagina,  in  which  the  urine  may  stagnate.  To  give  a 
retentive  power  for  so  short  a  time  is  not  a  sufficient 
compensation  for  the  suffering  and  consequences  tliat 
supervene.  As  the  result  of  my  experience,  I  would 
urge  that  the  operation  never  be  resorted  to  under  any 
circumstances.     The  maximum  has  now  been  reduced  to 

2  or  3  per  cent,  of  cases  where  the  resources  of  the  sur- 
geon cannot  overcome  all  the  difliculties  that  may  be 
presented  in  closing  a  vesico-vagiual  fistula." 

The  forms  of  operation  in  which  the  cervix  uteri  is 
utilized  to  assist  in  the  closure  of  a  vesical  fistula,  as  a 
result  of  which  the  menstrual  blood  and  the  nterine 
secretions  are  discharged  into  the  bladder,  are  contrain- 
dicated  for  similar  reasons. 

TJrethro-vaginal  fistula  is  much  less  common  than 
vesical  fistula.  Unless  the  neck  of  the  bladder  be  in- 
volved, there  may  be  perfect  control  of  urine;  though, 
of  course,  when  the  urine  is  voided  it  will  escape  from 
the  ostium  vaginae,  aud  not  from  the  external  meatns, 

The  trealment  of  n  re  thro- vaginal  fistula  is  essentially 
the  same  as  that  already  described  for  vesl co-vaginal 
fistula.     The  edges  should  be  denuded,  and  the  openiug 
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into  the  urethra  closed  over  a  large-sized  catheter.  The 
line  of  union  should  be  in  the  long  axis  of  the  urethra. 

Vesico-uterine  fistula. — In  this  fonn  of  fistula  the 
opening  usually  extends  from  the  bladder  into  the  cervi- 
cal canal.  It  is  caused  by  labor  in  which  the  anterior 
lip  of  the  cervix  is  lacerated.  The  lower  portion  of  the 
cervical  laceration  may  unite,  leaving  the  fistulous  open- 
ing above. 

The  diaj^NOsis  of  the  condition  is  made  from  observing 
urine  escaj^e  from  the  cervical  canal,  or  by  injecting  the 
bladder  with  milk  or  other  colored  fluid.  A  sound  intro- 
duced in  the  cervix  may  be  brought  in  contact  with  a  probe 
passed  through  the  urethra  and  bladder  into  the  fistula. 

If  these  methods  of  examination  are  not  satisfactory, 
endoscopic  examination  of  the  interior  of  the  bladder 
will  reveal  the  abnormal  opening. 

The  trcatmc9it  consists  in  dividing  the  anterior  lip  of 
the  cervix  and  the  vaginal  wall  down  to  the  fistulous 
tract;  thorough  denudation  of  the  walls  of  the  fistula; 
and  closure  of  the  whole  incision  by  interrupted  sutures. 

XJretero-vaginal  Fistula. — This  condition  is  usually 
the  result  of  injury  to  the  ureter  by  operation.  It  may 
occur  from  the  destruction  of  tissue  caused  by  pelvic 
abscess,  which  dischargees  through  the  vaginal  vault.  In 
extensive  vesico-vaj^inal  fistula  caused  by  sloughing  after 
labor  the  bladder- wall  may  become  rolled  out  so  that  the 
ureter  opens  into  the  vagina. 

If  but  one  ureter  is  involved,  one-half  of  the  urine 
will  be  discliargcd  in  the  natural  way  and  the  other  half 
by  tlie  vaj^ina. 

The  treatment  consists  in  directing  the  ureter  into  the 
bladder  by  plastic  operation  performed  through  the  va- 
gina; or  by  performing  celiotomy,  dissecting  out  the 
ureter,  and  implanting  it  in  the  fundus  of  the  bladder. 

Recto-vaginal  Fistula.— Recto- vaginal  fistula  is  usu- 
ally caused  by  parturition.  The  destruction  of  tissue  is 
sometimes  due  to  syphilis.  In  the  latter  case  cure  is  dif- 
ficult, and  sometimes  impossible. 
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The  symptom  of  the  condition  is  the  passage  of  feces 
and  flatus  into  the  vagina. 

Sometimes  bnt  a  very  small  opening  exists,  sitnated 
immediately  above  the  sphincter  muscle;  in  other  cases 
the  greater  portion  of  the  recto-vaginal  septum  is  de- 
stroyed. 

The  condition  may  be  recognized  by  placing  the  woman 
in  the  lithotomy  position  and  exposing  the  posterior  vag- 
ina! wall  by  the  Sims  specnlum  placed  under  the  pubic 
arch. 

The  Ireatment  consists  in  operation  similar  to  that  de- 
scribed under  the  consideration  of  vesico-vaginal  fistula. 
The  woman  should  be  prepared  as  for  a  plastic  operation 
upon  the  perineum.  The  rectum  should  be  thoroughly 
emptied  before  operating.  The  sphincter  ani  should  be 
stretched.  It  is  always  advisable,  when  possible,  to  close 
the  opening  from  the  vagina. 

The  mucous  membrane  of  the  rectum  should  be  in- 
jured as  little  as  possible,  in  order  to  limit  the  bleeding. 
It  may  be  necessarj'  to  relieve  tension  on  the  edges  of  the 
fistula  by  making,  on  each  side  of  the  vaginal  aspect  of 
the  opening,  an  incision  parallel  to  the  long  axis  of  the 
vagina. 

In  case  of  a  small  fistula  situated  immediately  above 
the  sphincter  ani,  it  is  sometimes  difficult  to  denude  and 
to  introduce  the  sutures.  It  then  becomes  necessary  to 
divide  the  perineum  and  the  sphincter  ani  to  the  fistnla, 
denude  the  edges,  and  to  introduce  sutures  as  in  a  case 
of  complete  median  laceration  of  the  perineum.  Some- 
times the  recto-vaginal  fistula  is  much  larger  on  the  vag- 
inal than  on  the  rectal  aspect — is,  in  fact,  funnel-shaped, 
the  destruction  of  tissue  having  been  greater  npon  the 
vaginal  surface.  If  in  such  a  case  the  edges  of  the  fistula 
cannot  be  brought  into  apposition  after  freeing  all  re- 
straining bands,  it  may  be  necessary  to  split  the  edge  of 
the  opening,  so  that  the  rectal  wall  is  freed  and  may  be 
brought  together  by  sutures  introduced  through  the  rec- 
tum, leaving  the  vaginal  opening  to  be  filled  by  granula- 
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tion.  The  rectal  sutures  may  be  introduced  by  placing 
the  woman  in  the  Sims  position  and  exposing  the  ante- 
rior rectal  wall  with  the  Sims  speculum. 

The  after-treatment  resembles  in  all  respects  that  pre- 
scribed after  operation  for  laceration  through  the  sphinc- 
ter ani.     The  sutures  should  be  removed  in  two  weeks. 


CHAPTER    XXXVII. 
DISEASES  OF  THE  URETHRA  AND  BLADDER. 

Befork  considering  in  detail  tlie  diseases  of  the  ure- 
thra and  bladder,  it  will  be  necessary  to  describe  the 
modern  methods  of  examining  these  structures. 

The  examination  of  the  urethra  and  bladder  has  been 
verj'  much  facilitated  by  the  methods  and  instruments 
that  have  been  popularized  in  this  country  by  Kelly. 
The  following  apparatus  is  required:  a  female  catheter; 
a  urethral  calibrator;  a  series  of  specula  with  obturators; 
a  head-mirror  and  light  or  an  electric  headlight;  long, 
delicate  toothed  forceps  (Fig.  i8o);  an  inclined  plane  or 


several  bard  pillows  for  elevating  the  pelvis;  small  balls 
of  absorbent  cotton  about  the  size  of  a  pea,  or  strips  of 
absorbent  gauze  cut  i  inch  in  width  and  about  lo  inches 
long,  for  drying  ont  the  bladder. 


The  nrethra!  calibrator  or  dilator  (Fig.  181)  is  a  conical 
metal  instrument  with  a  maximum  diameter  of  twenty 
millimeters.  The  diameters  in  millimeters  of  the  vari- 
ous portions  are  indicated  by  numbers  upon  the  instru- 
ment 
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The  urethral  calibrator  is  useful  for  dilating  the  ex- 
ternal meatus  to  a  degree  sufficient  to  admit  the  necessary 
speculum.  The  external  meatus  is,  as  a  rule,  the  only 
portion  of  the  urethra  that  requires  dilatation.  Any  in- 
strument that  will  pass  through  the  meatus  will  pass 
through  the  rest  of  the  canal. 

The  speculum  (Fig.  182)  is  a  cylindrical  metal  tube 
fitted  with  a  handle  on  which  is  the  number  indicating 


Fig.  182. — Kelly's  cysloscope  or  vesical  speculum. 

the  size  of  the  in.strument.  There  are  a  number  of  spec- 
ula, varying  in  diameter  from  5  to  20  millimeters.  Each 
speculum  is  fitted  with  an  obturator.  The  most  useful 
specula  are  those  ranging  from  8  to  12  millimeters  in  diam- 
eter. The  urethra  may  readily  be  dilated  up  to  12  milli- 
meters, with  little  if  any,  external  laceration.  Dilatation 
sufficient  to  admit  the  largest  instrument  (20  millimeters) 
is  always  accompanied  by  considerable  laceration  of  the 
urethral  opening.  Dilatation  of  the  urethra  should  never 
be  practised  beyond  this  degree,  on  account  of  the  danger 
of  subsequent  incontinence  of  urine. 

An  anesthetic  is  usually  required  for  the  examination, 
unless  the  woman  be  capable  of  enduring  considerable 
pain,  or  has  become  accustomed  to  the  procedure  from 
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previous  experience.  Local  anesthesia  of  the  urethra 
with  cocaine  (gr.  x  to  gj)  is  often  sufficient. 

The  woman  is  placed  on  the  table  in  the  lithotony 
position,  and  the  bladder  is  emptied  with  the  catheter. 
The  external  meatus  is  then  dilated  to  the  requisite  size 
by  inserting  tJie  graduated  calibrator  with  a  general  ro- 
tary movement.  When  the  meatus  has  been  stretched 
sufficiently,  as  indicated  by  the  uniiiber  on  the  calibrator 
(usually  about  13  niilli meters),  the  instrument  is  with- 
drawn, and  the  speculum  of  corresponding  number,  armed 
with  the  obturator,  is  introduced;  the  obturator  is  then 
removed. 

The  hips  of  the  woman  are  now  elevated  on  the  pillows 
or  the  inclined  plane  from  10  to  20  inches  above  the  level 
of  the  table. 

The  examiner,  aniied  with  the  head-mirror  or  light,  is 
then  prepared  to  inspect  the  interior  of  the  bladder.  If 
the  mirror  is  used,  the  light  (Argand  burner  or  electric 
drop-light)  should  be  held  close  to  the  pubis  of  the  pa- 
tient. 

Usually  a  small  quantity  of  urine  remains  in  the 
bladder  afier  catheterization,  or  is  secreted  during  the 
preliminary  procedures,  and  it  is  necessary  to  remove 
this  before  complete  examination  of  the  bladder  can  be 
made.  This  may  be  done  by  means  of  the  small  balls  of 
absorbent  cotton  or  the  strips  of  gauze  grasped  with  the 
long  toothed  forceps  and  passed  in  through  the  speculum. 


Fic,  183, — Vesical  probe  or  applicator. 

The  elevated  position  of  the  hips  is  an  essential  part 
of  this  method  of  examination;  it  permits  the  intestines 
\  to  gravitate  out  of  the  pelvis,  and,  as  soon  as  the 
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irethra  I 
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is  opened,  the  bladder  becomes  distended  with  air,  so  that 
all  of  its  interior  may  be  readily  inspected,  and  applica- 
tions to  the  surface  may  be  directly  made  through  the 
speculum.  In  some  cases  it  is  difficult  to  produce  the 
requisite  distention  of  the  bladder  by  elevating  the  hips. 
This  difficulty  may  arise  in  the  case  of  Very  fat  women. 
It  then  becomes  necessary  to  place  the  patient  in  the 
knee-chest  position,  when  the  requisite  distention  is 
readily  accomplished. 

As  the  speculum  is  withdrawn  from  the  bladder  the  in- 
ternal meatus  and  the  urethral  walls  may  be  examined  as 
they  fall  together  beyond  the  distal  end  of  the  instrument 

DISEASES  OF  THE  URETHRA. 

The  female  urethra  is  a  musculo-membranous  canal 
averaging  i%  inches  in  length,  and,  when  not  stretched, 
about  J<^  inch  in  diameter.  The  urethra  is  normally  closed 
by  the  apposition  of  its  walls.  In  the  neighborhood  of 
the  external  meatus  it  is  an  antero-posterior  slit.  In  the 
neighborhood  of  the  internal  meatus  it  is  a  transverse 
slit.  In  the  middle  portion  the  mucous  membrane  is 
arranged  in  longitudinal  folds,  and  a  transverse  section 
shows  a  stellate  closure. 

The  muscular  coat  of  the  urethra  contains  both  striped 
and  unstriped  muscular  fibers. 

The  nnicous  glands  of  the  urethra  are  most  numerous 
in  the  region  of  the  external  meatus.  Skene  first  de- 
scribed two  glands  that  are  worthy  of  special  mention. 
Ske?ie^s  glands  are  two  tubules,  large  enough  to  admit  a 
No.  I  probe  of  the  French  scale,  that  He  upon  the  floor 
of  the  urethra  immediately  within  the  external  meatus. 
They  lie  parallel  to  the  long  axis  of  the  urethra,  and  in 
length  vary  from  V^  to  3^  of  an  inch.  They  are  placed 
beneath  the  mucous  membrane,  in  the  muscular  coat. 
The  orifices  of  the  glands  are  on  the  free  surface  of  the 
mucosa,  immediately  within  the  external  meatus.  In 
young  women  the  orifices  are  found  about  \^  of  an  inch 
above  the  plane  of  the  external  meatus.     If  the  external 
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meatus  be  patulous,  or  if  there  be  any  prolapse  or  inflara- 
inatiou  of  the  iiuicous  membrane  of  the  urethra,  the  ori- 
fices of  Skene's  glands  may  be  seen  upon  each  side  of 
the  urethral  orifice  as  soon  as  the  labiii  are  separated. 
In  gonorrhea  their  position  is  often  indicated  by  a  small 
drop  of  pus  exudiny  from  the  orifices.  The  upper  ends 
of  the  glands  may  terminate  in  a  number  of  divisions, 

"Urethritis.— Urethritis  is  much  less  frequent  in  women 
than  in  nieu.  In  the  great  majority  of  cases  it  is  caused 
by  gonorrhea.  Aside  from  microscopic  examination,  ure- 
thritis, acute  or  chronic,  may  be  considered  one  of  the 
strongest  evidences  of  gonorrheal  infection  that  we  have. 

Urethritis  is  also  rarely  caused  by  the  e\anthematous 
diseases,  irritation  of  concentrated  urine,  vaginal  dis- 
charges,  chemical  irritants,   and  tranniatism. 

Symptoms. — The  symptoms  of  iirethritis  in  the  acute 
stage  of  tlie  disease  are  frequent  and  painfn]  urination. 
Burning  and  scalding  sensations  are  experienced  along 
the  course  of  the  urethra  during  urination.  Occasion- 
ally a  few  drops  of  blood  escape  during  or  after  urina- 
tion. As  the  disease  progresses  toward  cure  or  passes 
into  the  chronic  stage,  the  intensity  of  these  symptoms 
diminishes,  and  finally  they  disappear. 

E.xaniiuation  of  the  parts  shows  that  the  external 
meatus  is  red  and  swollen.  The  swollen  mucous  mem- 
brane may  bnlge  through  the  opening,  giving  the  appear- 
ance of  prolapse.  The  orifices  of  Skene's  glands  may 
be  conspicuous.  If  the  woman  have  not  recently  uri- 
nated, a  drop  of  pns  may  appear  at  the  meatus,  or  it  may 
be  brought  into  view  by  vaginal  pressure  along  the  course 
of  the  urethra.  Pressure  upon  the  urethra  through  the 
vagina  causes  pain.  This  is  one  of  the  best  tests  of  in- 
flammation of  this  structure.  The  urethra  may  feel 
hypertrophied,  indurated,  or  cord-like  to  the  touch.  The 
urethral  discharge  should  always  be  examined  micro- 
scopically for  the  gonococci. 

In  chronic  urethritis  the  subjective  symptoms  are  nsn^ 
ally   absent — except,    perhaps,    frequency    of    nri 


!  are  nsn-  j 

irination.  ■ 


414      ^   TEXT- BOOK  OF  DISEASES  OF  WOMEN. 

The  diagnosis  is  made  by  physical  examination.  If  the 
woman  has  not  urinated  for  several  hours,  the  examiner 
will  be  able  to  express,  by  vaginal  pressure  along  the 
course  of  the  urethra,  a  drop  of  muco-purulent  fluid  re- 
sembling the  gleety  discharge  of  the  male. 

The  endoscope  reveals  the  presence  of  congestion  and 
inflammation  of  the  mucous  membrane. 

Treatment, — In  the  acute  or  the  painful  stage  of  the 
disease  no  local  applications  should  be  made.  The  ex- 
ternal genitals  should  be  bathed  several  times  a  day  with 
hot  water,  preferably  by  means  of  sitz-baths.  Vaginal 
douches  are  not  indicated  unless  the  vagina  be  involved 
in  the  inflammation.  The  vaginal  syringe  may  be  the 
means  of  carrying  infection  higher  up  in  the  genital 
tract.  Rest  in  the  recumbent  position,  if  possible,  is 
desirable.  The  diet  should  be  non-stimulating,  and 
large  quantities  of  diluent  drinks,  such  as  flaxseed  tea, 
should  be  prescribed.  The  bowels  should  be  kept  loose 
by  saline  purgatives. 

In  the  subacute  or  the  chronic  stages  of  the  disease 
boracic  acid  (gr.  x-xx  three  or  four  times  a  day),  salol, 
oil  of  sandal-wood,  cubebs,  copaiba,  and  other  drugs 
used  for  the  similar  condition  in  the  male  are  indicated. 
After  painful  micturition  has  ceased,  the  physician  may 
make  local  applications  to  the  urethra,  in  case  the  in- 
flammation does  not  subside  satisfactorily  without  them. 
Such  local  applications  are  not  always  necessary,  and 
they  may  do  harm  unless  proper  care  is  exercised  in  their 
administration.  Asepsis  and  gentleness  are  necessar>',  and 
the  applications  should  never  be  too  strong  or  irritating. 

Frequent  donchin<^  of  the  urethra  (two  or  three  times 
a  day  if  possible)  with  sterile  hot  water  is  often  of  much 
benefit.  Skene's  reflux  catheter  should  be  used  (Fig. 
184).  The  shaft  of  this  instrument  is  fluted  or  grooved 
to  permit  the  return  of  the  fluid.  The  catheter  should 
be  introduced  as  far  as  the  internal  meatus  ;  a  fountain 
syringe  should  be  attached  to  it,  and  the  urethra  should 
be  washed  out  with  a  quart  of  hot  water. 
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After  tlie  irrigation  tlie  catheter  should  be  withdrawn 
and  a  urethral  injection  of  nitrate  of  silver  {gr.  j  or  ij  to 
3j)  should  be  administered.  The  injection  may  be  given 
by  means  of  a  glass  pipette  the  nozzle  of  which  is  large 
enongh  to  encircle  the  external  meatus.  The  nozzle 
should  be  placed  over,  not  in,  the  meatus.  The  female 
urethra  will  hold  about   15  minims  of  fluid;  more  than 
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this  should  not  be  injected.  As  the  condition  improves 
the  frequency  of  these  treatments  may  be  diminished. 

If  the  condition  does  not  yield  to  such  treatment  within 
a  few  weeks,  application  should  be  made  directly  to  the 
mncous  membrane  of  the  urethra  through  the  endo- 
scope. The  urethral  canal  should  be  washed  out  as  just 
described,  and  the  endoscope  should  be  introduced  as  far 
as  the  interna]  meatus.  As  it  is  slowly  withdrawn  the 
application  should  be  made  over  the  whole  inner  surface 
of  the  urethra  by  a  fine  applicator  wrapj^ed  with  cotton. 
Nitrate  of  silver  (gr.  v-x  to  .?j)  should  be  employed. 

Sometimes  it  is  found  that  the  suppuration  persists  in 
Skene's  glands.  A  .small  drop  of  pus  may  be  found 
exuding  from  the  orifice  of  the  gland  after  the  rest  of  the 
urethra  has  been  restored  to  a  healthy  condition.  In  snch 
a  case  the  gland  should  be  split  up  on  the  urethral  sur- 
face by  introducing  into  it  one  blade  of  a  fine  .scissors, 
and  the  tract  should  be  carefully  wiped  out  with  pure 
carbolic  acid  or  a  strong  solution  of  nitrate  of  silver. 

In  ever\'  case  of  urethritis  of  gonorrheal  origin  it  is  of 
the  greatest  importance  that  every  trace  of  the  disease 
should  be  eradicated  before  the  patient  gives  up  treat- 
ment. There  is  always  danger  of  infection  extending  to 
the  upper  parts  of  tlie  genital  tract. 
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Stricture  of  the  Urethra. — Stricture  of  the  urethra 
in  the  woman,  unlike  the  similar  condition  in  the  male, 
is  very  rare.  It  is  caused  by  gonorrhea,  injury  at  child- 
birth or  other  traumatism,  and  caustic  applications.  The 
stricture  may  exist  at  any  part  of  the  urethral  canal. 
The  form  most  usually  seen  is  that  which  occurs  at  the 
external  meatus,  and  is  caused  by  the  removal  of  abnor- 
mal growths  with  caustic  or  with  the  knife. 

The  symptoms  of  urethral  stricture  in  women  are  much 
less  marked  than  those  in  men.  There  is  frequent  and 
difficult  urination.  Occasionally  there  is  incontinence  or 
partial  retention  of  urine. 

If  the  stricture  exist  at  the  external  meatus,  it  may  be 
readily  seen  and  its  dimensions  determined.  If  it  exist 
in  the  upper  portion  of  the  urethral  canal,  it  may  some- 
times be  felt  by  palpation  along  the  course  of  the  urethra 
through  the  vagina,  the  position  of  the  stricture  being 
indicated  by  local  thickening  and  induration.  Its  loca- 
tion may  also  be  determined,  as  in  man,  by  the  use  of  the 
bulbous  bougie  or  sound. 

Treat77icnt, — When  the  stricture  is  situated  at  the  ex- 
ternal meatus,  it  may  be  divided  with  the  knife  or  forci- 


Fk;.  185. — Female  urethral  SDund. 

bly  stretched.  When  it  is  situated  in  the  upper  portion 
of  the  urethra,  it  is  best  treated  by  forcible  dilatation. 

The  small  uterine  dilator  is  the  most  convenient  in- 
strument to  use.  The  dilatation  should  not  extend  be- 
yond half  an  inch,  for  fear  of  injuring  the  urethral  walls 
or  producing  incontinence.  In  order  to  prevent  contrac- 
tion, it  is  advisable  to  pass  the  large  urethral  sound  (10 
millimeters)  at  intervals  of  one  or  two  days  after  this  ope- 
ration, until  the  patency  of  the  urethra  is  ensured. 

In  some  cases  the  continual  subsequent  use  of  the  sound 
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is  necessary,  as  in  stricture  in  tlie  male.  The  woman 
may  be  readily  taught  the  use  of  the  instrument  herself. 

Prolapse  of  the  Mucous  Membrane  of  the  Tlre- 
thra. — Prolapse  of  the  urethra]  mucous  membrane  is  of 
unusual  occurrence.  Prolapse  may  be  limited  to  part  of 
the  circumference  of  the  meatus,  or  it  may  extend  around 
the  whole  canal.  The  condition  is  usually  found  in  weak, 
debilitated  women.     It  may  occur  during  childhood. 

The  prolapse  may  be  caused  by  dilatation  of  the  nre- 
thra  and  the  external  meatus  or  by  the  traction  of  a  neo- 
plasm of  the  urethra.  It  sometimes  occurs  after  labor. 
It  may  be  produced  by  continual  vesical  tenesmus,  the 
result  of  cystitis,  calculus,  or  a  tumor  of   the  bladder. 

The  symptoms^  vesical  tenesmus  and  dysuria,  are  usu- 
ally present.  Sometimes  incontinence  of  urine  occurs. 
The  protruding  mucous  membrane  may  become  irritated 
and  inflamed,  and  cause  much  local  pain.  It  has  been 
known  to  slough  off. 

Treaiment. — The  treatment  should  be  directed,  in  the 
first  place,  to  the  relief  of  any  causative  condition,  such 
as  cystitis  or  calculus. 

Inflammation  of  the  protruding  mucous  iheuibrane 
should  be  relieved  by  local  applications  of  hot  water  and 
by  rest  in  bed.  The  mucous  membrane  should  then  be 
gently  replaced  within  the  urethra,  and  contraction  of 
the  canal  should  be  promoted  by  the  use  of  astringent 
injections  of  tannic  acid  or  alum. 

If  the  disease  does  not  yield  to  this  treatment,  the  pro- 
lapsed mucous  membrane  should  be  excised,  and  the  edges 
of  the  mucosa  should  be  stitched  to  the  margin  of  the 
meatus  by  fine  suture. 

After  this  operation  there  is  sometimes  cicatricial  con- 
traction of  the  external  meatus,  which  may  readily  be 
cured  by  forcible  dilatation. 

Vesico-nrethral  Fissore. — Vesico-uretliral  fissure  is 
an  ulcerated  cnick  of  the  mucous  membrane  situated  at 
the  internal  urinar\-  meatus.  The  upper  portion  extends 
into   the   bladder,   the   lower   portion  is  in  the  urethra. 
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Skene  describes  it  as  "from  J  to  |  of  an  inch  in 
length,  aud  from  (^  to  ^  of  an  inch  in  width  at  the  cen- 
ter, but  tapering  off  at  each  end.  The  deepest  part  has 
a  yellowish-gray  color,  like  that  of  an  indolent  ulcer, 
while  the  edges  are  red  and  actually  inflamed,  like  those 
of  an  irritable  ulcer." 

Vesi CO- urethral  fissure  is  usually  caused  by  urethritis. 
It  may  also  result  from  injuries  during  confinement  or 
from  the  bungling  use  of  the  catheter. 

Symptoms. — There  is  a  constant  desire  to  itrinate,  and 
urination  is  followed  by  severe  tenesmus.  There  is  a 
burning  pain  at  the  neck  of  the  bladder,  increased  im- 
mediately after  urinaliou.  Pressure  upon  the  internal 
meatus  through  the  vagina  may  cattse  lancinating  pain. 


Vw..  186.— Sk. 


The  symptoms  resemble  closely  those  of  urethritis  and  . 
cystitis. 

The  diagnosis  of  vesico-nrethrai  fissure  can  be  made  I 
■with  certainty  only  by  seeing  the  fissure  through  the 
endoscope.  The  existence  of  the  condition  may  be  sus- 
pected in  a  woman  who  presents  the  symptoms  just  de- 
scribed, aud  in  whom  no  signs  of  inflammation  or  other 
disea.'^e  of  the  urethra  or  the  bladder  can  be  detected. 

The  open  endoscope  is  not  satisfactory  for  detecting 
this  condition,  because  the  fissure  is  hidden  from  view  by 
the  folds  of  mucous  membrane  at  the  upper  end  of  the 
instrument.     Skene,  who  has  especially  directed  atten- 
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tiou  to  vesico-iirethral  fissure,  slates  that  he  never  was 
able  to  detect  the  lesion  until  he  used  the  form  of  endo- 
scope introduced  by  him  {Fig.  186),  which  consists  of  a 
small  glass  tube  like  the  ordinary  test-tube,  into  which 
is  passed  a  mirror  on  a  holder.  Tlie  instrument  is  passed 
into  the  urethra,  and  light  is  thrown  in  by  means  of  the 
concave  head-mirror.  By  moving  the  small  mirror  in 
the  tube,  different  parts  of  the  urethral  walls  may  be  ex- 
amined. The  instrument  opens  out  the  folds  of  mucous 
luenibrane  immediately  above  the  fissure  and  renders  it 
visible. 

Treatment. — The  cure  of  vesico-urethral  fissure  is  often 
difficnit.  The  lesion  is  exposed  to  continuous  irritation 
from  the  urine  and  from  the  sphincteric  action  of  the 
muscular  fibers  at  the  vesical  neck — an  action  which  is 
much  increased  by  the  tene.snius  present.  This  constant 
muscular  action  impedes  healing,  as  in  the  case  of  fissure 
of  the  anus.  The  internal  urinary  meatus  should  be 
dilated  to  the  fullest  extent  by  means  of  the  graduated 
bougies  or  the  uterine  dilator,  .^fter  dilatation  the  wom- 
an should  be  kept  in  bed,  and  the  urine  should  be  ren- 
dered as  uuirritating  as  po.ssibIe  by  the  use  of  diluent 
drinks  and  boracic  acid. 

If  this  treatment  does  not  result  in  cure,  a  vesico-vag- 
inal  fistula  should  be  made,  so  that,  by  carrying  off  the 
urine  by  this  means,  rest  from  functional  activity  will  be 
furnished  to  the  region  of  the  vesical  neck. 

No  effort  need  be  made  to  keep  the  fistula  open,  as  by 
the  time  it  lias  closed  spontaneously  the  fissure  will  have 
healed. 


URETHRAL  NEOPLASMS. 
Urethral  Caruncle. — The  urethral  caruncle  is  a  small 
raspberry-like  tumor  situated  at  or  just  inside  of  the  ex- 
ternal meatus.  It  is  composed  of  dilated  capillaries  set  in 
a  dense  stroma  of  connective  tissue  and  covered  with 
mucous  membrane.  The  tumor  varies  in  size  from  a 
pin-head  to  a  hickory-nut.     In  color  it  varies  from  a  p 
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to  a  bright  red.  It  is  usually  situated  upon  the  posterior 
wall  of  the  urethra.  There  may  be  two  or  more  such 
tuuiors  arouud  the  circuuiference  of  the  meatus,  and  oc- 
casionally they  are  found  in  the  vestibule.  The  growth 
is  usually  sessile. 

The  caruncle  is  often  erectile  in  character,  and  increases 
in  size  at  the  menstrual  period. 

The  growths  bleed  very  easily  on  manipulation,  and 
are  exquisitely  sensitive.  The  urethral  caruncle  is  the 
commonest  neoplasm  of  the  urethra. 

Synuptoms, — The  most  marked  symptom  of  urethral 
caruncle  is  pain.  Intense  pain  is  experienced  at  mictu- 
rition and  upon  contact  with  the  clothing  or  with  another 
body.  Sexual  connection  is  sometimes  rendered  impos- 
sible. 

There  is  usually  more  or  less  hemorrhage  from  the 
tumor,  which  may  rarely  be  so  profuse  as  to  cause  marked 
anemia.  The  general  health  suffers,  and  nervous  symp- 
toms, resulting  from  the  pain  and  loss  of  sleep,  are  often 
present  to  a  pronounced  degree. 

Treatment, — The  treatment  consists  in  the  total  ex- 
tirpation of  the  growth.  It  should  be  picked  up  with 
forceps  and  excised  with  the  knife  or  scissors.  The  edges 
of  the  mucous  membrane  should  be  united  by  sutures. 

Excision  should  be  complete  or  the  tumor  may  return. 
In  case  of  recurrence  a  second  oj)eration  should  be  per- 
formed. 

Urethral  Cysts. — Small  cysts  are  occasionally  found 
in  the  course  of  the  urethra.  They  may  occur  at  any 
point  from  the  internal  to  the  external  meatus.  They 
are  caused  by  obstruction  and  distention  of  the  urethral 
glands.  They  produce  no  symptoms  unless  large  enough 
to  cause  obstruction  to  the  flow  of  urine.  They  may  be 
seen  by  the  endoscope  or  may  be  palpated  through  the 
vaginal  wall. 

The  treatment  consists  of  incision  and  removal  of  part 
of  the  cyst-wall. 

Polypus. — Mucous  polyp  of  the  urethra  is  of  very  rare 
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occurrence.  The  tmiior  geiieraUy  has  a  delicate  ped- 
icle, and  may  protrude  from  the  meatus.  It  is  patiiless, 
and  causes  discomfort  only  by  obstructing  the  flow  of 
urine. 

The  treatment  consists  of  removal  by  torsion,  ligature, 
or  excision. 

Sarcoma  and  cancer  of  the  urethra  have  rarely  been 
observed.  Thephenomeua  are  those  similar  to  cancer  in 
other  parts  of  the  body. 

The  treatment  consists  in  thorough  removal. 

DISEASES  OF  THE  BLADDER. 

The  urinary  bladder  has  three  coats — an  outer  incom- 
plete peritoneal  investment,  a  middle  muscular  coat,  and 
an  inner  linin»  of  mucous  membrane. 

The  empty  bladder  is  always  collapsed,  its  walls  being 
in  apposition.  A  median  sagittal  section  of  the  bladder 
and  urethra  shows  a  Y-shaped  fissure  lying  between  the 
symphysis  pubis  and  the  uterus,  the  uterus  lyiug  ante- 
verted  upon  the  upper  surface  of  the  bladder. 

For  convenience  of  description  the  bladder  is  divided 
into  three  parts — the  corpus,  or  body;  the  fundus,  or  base; 
and  the  cervix,  or  neck. 

The  body  of  the  bladder  is  all  that  portion  that  lies 
above  the  plane  of  the  vesical  orifices  of  the  ureters  and 
the  center  of  the  symphysis  pubis. 

The  part  lying  Iwlow  this  plane  is  the  base. 
The  vesical  triangle,  or  the  trigone,  is  that  triangular 
area  in  the  base  of  the  bladder,  the  angles  of  which  are 
marked  by  the  vesical  orifices  of  the  ureters  and  the  in- 
^^^^     tenial  meatus  of  the  urethra. 

^^^^H        The  neck  of  the  bladder  is  the  funnel-shaped  portion 
^^^^V  where  the  bladder  merges  into  the  urethra. 
^^^  The  mucous  membrane  of  the  bladder  is  covered  partly 

r  with  squamous,  partly  with  cylindrical  epithelium.    The 

I  mucous  membrane  is  loosely  attached  to  the  muscular 

^^^B      coat  throughout  the  bodv  of  the  bladder,  so  that  when 
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even  folds.  The  mucous  inenibrane  is  much  more  closely 
attached  to  the  underlying  structures  in  the  region  of  the 
vesical  triangle,  and  it  here  preserves  a  smooth  surface 
when  the  bladder  is  collapsed. 

The  vesical  triangle  is  more  richly  supplied  with 
nerves  than  are  \\\t  other  portions  of  the  bladder,  and  is 
consequently  the  most  sensitive  portion. 

The  vesical  orifice  of  the  ureter  appears  as  a  dimple,  a 
small  truncated  cone,  or  a  pin-hole  or  slit  on  the  mucous 
membrane. 

A  transverse  band  or  fold  of  mucous  membrane,  known 
as  the  intra-uretcral  ligament,  extends  between  the  ori- 
fices of  the  ureters. 

The  dimensions  of  the  vesical  triangle  are  subject  to 
individual  variations.  The  triangle  is  usually  equilateral, 
its  sides  varying  from  i  to  i^  inches  in  length.  The 
vesical  orifices  of  the  ureters  are  therefore  situated  at 
points  lying  from  ^  to  Y^  of  an  inch  from  the  median 
line — a  useful  fact  to  remember  in  opening  the  bladder 
through  the  vagina. 

The  vascular  supply  of  the  bladder  is  intimately  asso- 
ciated with  that  of  the  uterus — a  fact  that  explains  the 
sympathetic  disturbance  of  the  bladder  in  uterine  dis- 
ease. The  interior  of  the  normal  bladder  is  of  a  dull 
gray-red  color.  When  distended,  as  in  making  an  endo- 
scopic examination,  the  minute  arteries  and  veins  may 
be  plainly  seen  upon  the  surface. 

The  i)ressure  of  the  urine  in  the  bladder  may  be  deter- 
mined by  the  manometer.  In  the  erect  posture  the  intra- 
vesical pressure  has  been  found  to  vary  from  12  to  16 
inches  of  mercury.  In  the  recumbent  posture  the  pres- 
sure is  reduced  to  from  4  to  6  inches. 

Cystitis. — Cystitis,  especially  of  the  ,subacute  or  the 
chronic  form,  is  a  common  disease  in  women.  The 
pathological  changes  resemble  those  seen  in  inflamma- 
tion of  mucous  membrane  in  other  parts  of  the  body. 

In  the  acute  stage  the  mucous  membrane  is  swollen 
and  relaxed,  and  of  a  deep-red  or  hyperemic  appearance. 
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Partial  exfoliation  takes  place.  The  surface  may  be 
covered  with  thick,  tenacious  mucus  or  ptis. 

In  the  chronic  stage  the  unicous  membrane  is  of  a 
muddy  gray  color,  and  may  be  more  or  less  covered  with 
a  111 uco-pnrit lent  secretion.  Ulceration,  superficial  or 
deep,  may  occur.  The  nicer  is  sometimes  deep  and 
ragged  and  extends  into  the  muscular  wall. 

Ill  chronic  cystitis  we  often  find  on  the  surface  of  the 
mucous  membrane  small  localized  areas  of  iiiflaimiiation 
varying  in  size  from  yi  inch  to  2  inches  in  diameter,  and 
presenting  a  congested,  granular,  or  eroded  appearance, 
while  the  rest  of  the  mucous  membrane  appears  perfectly 
normal.  These  areas  of  inflammation  bleed  readily  when 
touched.  They  are  most  often  found  in  the  base  of  the 
bladder,  though  they  may  occur  in  any  part.  When 
chronic  cystitis  is  limited,  it  is  usually  confined  to  the 
vesical  triangle. 

The  outer  coats  of  the  bladder  may  be  involved  in  the 
inflammatory  process,  and  become  much  thickened  and 
hypertropliied.  The  ureters  and  the  kidneys  may  be- 
come in  time  affected,  through  direct  extension  of  the 
infiammatton  in  the  form  of  a  ureteritis  and  pyelitis,  or 
through  obstruction  of  the  vesical  orifice  of  the  ureters 
from  inflammatory  thickening.  The  alteration  in  the 
character  of  the  urine  is  usually  marked  except  in  the 
mild  forms  of  chronic  inflammation.  The  specific  grav- 
ity is  low,  varying  from  1005  to  1018.  In  the  chronic 
disease  the  urine  is  alkaline  and  ammoniacal.  It  con- 
tains blood,  mucus,  pus,  and  epithelial  cells  from  the 
vesical  mucosa. 

Cystitis  in  women  is  usually  caused  by  infection  at 
catheterization.  The  very  great  improvement  in  the 
asepsis  of  this  procedure  that  has  taken  place  in  recent 
years  has  in  a  corresponding  degree  diminished  the  fre- 
quency of  cystitis. 

Infection  at  catheterization  is  caused  not  only  by  the 
use  of  a  dirty  catheter,  but  by  the  conveyance  of  septic 
material  from  the  external  genitals  or  the  urethra  into 


424      A  TEXT-BOOK  OF  DISEASES  OF  WOMEN, 

the  bladder.  For  this  reason  the  nurse  or  the  physician 
should  never  pass  the  catheter  by  touch,  as  was  some- 
times formerly  taught.  The  parts  should  be  exposed  to 
view,  and  the  external  genitals,  vestibule,  and  meatus 
should  be  cleansed. 

Cvstitis  mav  also  be  caused  bv  extension  of  urethritis; 
by  inflammation  of  adjacent  organs;  by  abnormal  urine; 
by  constitutional  diseases,  as  the  exanthemata;  by  in- 
juries to  the  bladder  and  displacement  of  this  organ; 
and  by  retention  of  urine. 

Symptoms, — The  symptoms  of  cystitis  var>'  with  the 
stage  and  the  character  of  the  affection.  Pain,  frequent 
urination,  and  tenesmus  are  usually  present. 

In  the  acute  stages  there  may  be  an  elevation  of 
temperature.  There  is  a  feeling  of  fulness  in  the 
bladder,  with  pain  in  the  region  of  this  organ.  The 
pain  is  increased  by  motion  and  by  the  erect  position, 
which  increases  the  intra-vesical  pressure.  The  pain 
is  constant,  and  is  not  relieved  by  evacuation  of  the 
bladder.  Pressure  upon  the  base  of  the  bladder  through 
the  vagina  causes  pain.  This  is  a  useful  diagnostic  point. 
There  is  a  frequent  desire  to  urinate,  and  the  passage  of 
urine  is  followed  by  straining  efforts  or  tenesmus.  The 
alteration  in  the  character  of  the  urine  has  already  been 
mentioned. 

In  time  the  general  system  suffers  from  secondary  renal 
disease  and  from  absorption,  through  the  bladder,  of  the 
ingredients  of  decomposed  urine  and  septic  material  from 
the  mucous  membrane. 

The  diai^nosis  of  cystitis  is  easily  made  by  proper  ex- 
amination. It  should  always  be  remembered  that  not 
every  woman  who  complains  of  painful  and  frequent 
urination  and  vesical  tenesmus  is  necessarilv  suffering: 
with  cystitis.  These  symptoms  are  often  caused  by  dis- 
ease of  the  urethra,  by  displacement  of  the  uterus,  which 
drags  upon  the  neck  of  the  bladder,  by  the  pressure  of  a 
tumor,  or  by  displacement  of  the  bladder  such  as  may 
follow  laceration  of  the  perineum. 
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Women  may  often  be  seen  who  have  been  treated  for 
weeks  for  cystitis  without  avai],  and  who  are  immediately 
relieved  of  all  symptoms  by  the  replacement  of  a  retro- 
verted  uterus  or  the  closure  of  a  torn  perinenni.  These 
conditions  may  in  time  result  in  cystitis,  but  the  disease 
usually  disappears  with  the  cure  of  the  causative  lesion. 

It  is  of  the  first  importance,  therefore,  for  the  physician 
to  make  a  careful  pelvic  examination,  and  to  exclude  all 
conditions  that  might  cause  irritation  of  the  bladder. 
Microscopic  examination  of  the  urine,  by  revealing  the 
presence  of  pus  and  blomi  and  the  epithelial  celts  of  the 
bladder,  is  of  value  in  making  a  diagnosis.  The  urine 
for  examination  .should  be  drawn  with  the  catheter,  to 
prevent  contamination  from  vaginal  discharges. 

Examination  of  the  urine  does  not,  as  a  rule,  enable 
one  to  exclude  inflammation  of  the  ureters  or  of  the  pel- 
ves of  the  kidneys.  If  there  is  any  donbt,  it  may  be  re- 
moved by  the  use  of  the  endoscope,  which  will  reveal  the 
true  condition  of  the  bladdcr-wall. 

As  has  already  been  said,  tenderness  upon  pressure 
through  the  vagina  on  the  base  of  the  bladder  is  of  diag- 
nostic value  in  delennining  the  presence  of  cystitis.  In 
the  mild  forms  of  chronic  cystitis — those  characterized  by 
local  areas  of  inflammation — examination  of  the  nrine 
ma_\  throw  no  light  npon  the  condition,  as  the  secretion 
of  pus  or  mucus  is  very  slight.  The  diagnosis  can  then 
be  made  only  by  means  of  the  endoscope. 

It  is  perhaps  advisable  in  all  cases  of  chronic  cystitis  to 
use  the  endoscope,  not  only  to  confirm  the  diagnosis,  but 
to  begin  the  treatment  by  making  direct  local  applica- 
tions. 

Treatment. — The  treatment  of  cystitis  is  general  and 
local.  Local  treatment  should  never  be  used  in  the  acute 
stages  of  the  disease.  Many  cases  recover  completely 
without  any  local  treatment  whatever. 

In  acute  cystitis  the  woman  should  be  put  to  bed.  The 
irritation  of  the  bladder  is  much  relieved  when  the  intra- 
vesical pressure  is  thus  dimiuished. 


A 
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The  diet  should  be  carefully  regulated,  all  stimulating 
ingredients  being  withdrawn.  An  exclusive  milk  diet  is 
the  best. 

Saline  hixatives  should  be  administered,  and  continued 
to  the  point  of  mild  purgation.  One  dram  of  Rochelle 
salts  every  two  or  three  hours,  given  in  half  a  tumbler- 
ful of  soda-water,  is  useful  for  this  purpose.  Large 
quantities  of  diluent  drinks  should  be  given,  such  as  flax- 
seed tea  or  Vichy  water. 

If  the  urine  is  acid,  citrate  of  potassium  may  be  ad- 
ministered with  the  diluent  drinks,  so  that  from  i  to  2 
drams  of  the  salt  are  taken  during  the  day.  Bicarbonate 
of  potassium  in  similar  doses  is  also  useful. 

When  the  urine  becomes  ammoniacal,  boracic  acid,  in 
doses  of  ID  grains  from  three  to  six  times  a  day,  is  most 
useful.  Benzoic  acid,  in  doses  of  lo  grains  three  or  four 
times  a  day,  is  also  valuable. 

A  very  good  method  is  to  make  a  pint  or  a  quart  of 
flaxseed  tea,  to  dissolve  in  it  the  requisite  amount  of 
citrate  of  potassium  or  of  boracic  acid  (as  the  urine  is 
acid  or  alkaline),  and  to  administer  this  in  divided  doses 
during  the  day.  This  treatment,  with  rest  in  bed,  should 
be  continued  as  long  as  the  vesical  pain  and  tenesmus 
continue. 

If  the  j)ain  and  tenesmus  are  severe,  small  doses  of 
opium  may  be  given.  It  is,  however,  not  advisable  to 
use  oi)ium  unless  the  suffering  of  the  woman  demands  it. 

If  the  disease,  as  the  symptoms  become  less  acute,  does 
not  progress  satisfactorily  toward  cure,  medicines  that 
have  a  more  .stimulating  effect  upon  the  mucous  mem- 
brane should  be  given,  such  as  cubebs  and  copaiba,  oil 
of  turpentine,  oil  of  eucalyptus,  and  oil  of  sandalwood. 

Many  cases  of  acute  cystitis,  if  carefully  treated  in  this 
way,  will  recover  completely  without  the  use  of  local 
treatment.  If,  however,  the  disease  does  not  yield  to 
these  measures,   local  treatment  l)ecomes  necessary. 

Jn  many  instances  the  woman  first  comes  under  treat-- 
nient  when  the  disease  has  reached  a  chronic  stage;  or  it 
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may  be  that  the  disease  has  begun  subacutely,  and  has 
gradually  progressed  without  having  presented  any 
symptouis  of  acute  onset.  Local  combined  with  gene- 
ral treatraent  is  then  often  advisable  from  the  beginning. 
Local  treatment  consists  of  general  applications  made 
to  the  whole  of  the  interior  of  the  bladder  through  the 
catheter;  direct  application,  limited  to  the  diseased  por- 


for  washing  Ihc  bladder. 


tions  of  the  mucous  membrane,  through  the  endosco|>e; 
and  operation,  or  the  formation  of  a  vesico- vaginal  fistula. 

Washing  out  the  bladder  with  sterile  warm  water, 
either  pure  or  medicated,  is  often  very  useful.  Gentle- 
ness in  manipulation  and  asepsis  should  be  carefully  ob- 
served in  this  procedure,  or  much  more  harm  than  good 
may  result  from  it.  The  operation,  if  properly  performed, 
should  never  give  pain  to  the  woman. 

A  very  simple  apparatus  is   required,  consisting  of 
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soft-rubber  catheter,  of  moderate  size,  attached  to  a  small 
glass  funnel  by  means  of  a  rubber  tube  and  a  piece  of 
tjlass  tubing.  The  whole  is  about  2  feet  long  (Fig.  187). 
The  catheter,  slightly  lubricated  at  the  point,  should 
be  gently  introduced  into  the  bladder,  and  the  urine 
should  be  slowlv  withdrawn.    As  the  urine  flows  into  the 

m 

funnel  its  character  may  be  observed.  The  rapidity  of 
the  flow  of  the  urine  may  be  regulated  by  raising  or  low- 
ering the  funnel.  As  the  last  portion  of  the  urine  is 
withdrawn  the  flow  should  be  very  slow,  in  order  to  pre- 
vent injury  to  the  vesical  mucous  membrane  from  drag- 
ging it  into  the  eye  of  the  catheter. 

When  the  bladder  is  emptied,  sterile  hot  water  may  be 
introduced  through  the  funnel  and  the  process  of  with- 
drawal repeated.  The  mucus,  pus,  or  blood  which  had 
remained  in  the  bladder  after  evacuating  the  urine  may 
be  examined  as  the  water  flows  into  the  funnel.  This 
process  may  be  rei)eated  several  times  if  necessary  to 
wash  out  the  bladder.  The  water  should  be  about  the 
temperature  of  the  body  (100°  F.).  It  is  less  irritating 
to  the  niucons  membrane  if  there  is  dissolved  in  it  boracic 
acid  or  coninion  table  salt,  about  i  dram  to  the  pint. 

The  (fuantity  of  water  introduced  into  the  bladder  may 
be  rej^nlated  by  the  fuclin<is  of  the  patient.  The  disten- 
tion of  the  bladder  should  never  be  great  enough  to  cause 
pain.  Usually  an  ounce  of  fluid  is  all  that  can  at  first 
be  tolerated  without  producing  pain.  As  improvement 
takes  place  more  fluid  may  be  introduced  in  the  subse- 
quent treatments. 

After  the  bladder  has  been  washed  out  in  this  way, 
applications  may  be  made  to  the  interior  by  pouring 
through  the  funnel  the  desired  medicated  solution,  the 
most  useful  one  being  a  weak  solution  of  nitrate  of  silver 
(gr.  j  or  ij  to  .y).  This  solution  should  be  retained  in  the 
bladder  for  a  few  minutes,  and  should  then  be  withdrawn. 

A  solution  of  sulphate  of  copper  (gr.  j-iv  to  sj)  is  also 
useful. 

At  first  daily  irrigation  and  application  should  be  thus 
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practised.  As  the  case  improves  tlie  iiittrvaU  between 
the  treatments  should  be  lengthened. 

This  local  treatment  shonld  always  be  combined  with 
the  general  treatment  already  prescribed — rest  in  bed  if 
possible,  a  iiiilk  diet,  and  the  administration  of  boracic 
acid  iuternally. 

Appikalion  through  the  Endoscope. — If  the  endoscope 
is  used  in  the  first  place  for  diagnosis  in  a  case  of  chronic 
cystitis,  ranch  time  that  might  otherwise  be  wasted  in 
nnnecessary  or  useless  forms  of  treatment  may  be  saved. 
The  condition  of  the  parts  may  be  accurately  determined, 
and  the  proper  form  of  treatment  may  be  instituted.  It 
may,  for  instance,  be  seen  that  deep  ulceration  is  present, 
or  that  other  lesions  of  the  bladder  are  so  extensive  that 
the  quickest  plan  of  cure  will  be  to  proceed  immediately 
to  the  formation  of  a  vesico-vaginal  fistula,  without  at- 
tempting to  treat  the  disease  by  applications. 

Applications  may  be  readily  made  through  the  endo- 
scope to  any  part  of  the  interior  of  the  bladder.  Appli- 
cations made  in  this  way  are  most  useful  when  the  dis- 
ease is  localized.  Stronger  solutions  may  be  used  on  the 
affected  areas  than  when  the  application  is  made  to  the 
whole  surface  of  the  organ. 

Wlien  the  disease  is  limited  to  the  vesical  triangle  or 
to  local  areas  situated  elsewhere,  the  inflamed  spots 
should  be  touched  with  a  solution  of  nitrate  of  silver 
(gr.  v-xx  to  Sj).  Mnch  benefit  is  frequently  derived  from 
one  such  application,  in  connection  with  the  general 
treatment  already  indicated.  The  applications  may  be 
made  every  few  days.  The  procedure  canses  less  discom- 
fort to  the  woman  as  she  becomes  accustomed  to  it. 

Cystotomy. — In  ca.ses  of  ulceration  of  the  mucons  mem- 
brane, or  when  the  di.scase  has  resisted  the  milder  forms 
of  treatment,  it  may  become  necessary  to  perform  cystot- 
omy, to  fnrnish  an  opening  for  the  continuous  drain  of 
the  nrine,  and  to  put  ihe  bladder  at  rest  by  relieving  it 
from  all  functional  action.  This  is  a  most  valuable  ihera- 
pentic  operation  in  cases  of  obstinate  cysliti.s. 
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In  performing  cystotomy  the  anatomical  relations  of 
the  ureters  and  the  interna]  orifice  of  the  urethra  must 
be  kept  in  mind.  It  will  be  remembered  that  the  ureters 
lenniuate  in  the  bladder  at  points  situated  from  ^  to  ^ 
of  an  inch  from  the  median  line. 

The  course  of  the  urethra  is  indicated  by  the  anterior 
vaginal  column,  which  is  a  single  or  double  thickening 


vagiiiLiI  cyelolaniy, 
or  vafpnal  column ; 
C  and  D  mnrli  the  nrificex 
>  1  lo  il  inches.    C,  B.D 


Fig,  i88.— niusttaiii.il  of  ilie 
■nd  ihi^  lelaliuns  of  the  urethta  ami 
B  tlintlcB  Ihe  p.silion  of  the  inlernal  u 
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is  ap|n>iiinaldy  an  erjuilaleml  ttiangli 


of  mucous  membrane  traversed  by  short  transverse  folds 
or  ridges.  It  begins  near  the  external  meatus  and  extends 
upward  for  about  an  inch.  The  internal  meatus  may  be 
very  approximately  located  by  the  upper  end  of  this  an- 
terior vaginal  cohimii.  The  incision  into  the  bladder 
should  be  made  in  the  median  line  above  this  point. 

Tlie  operation  should  be  performed  under  the  influence 
of  an  anesthetic.  The  wouiau  should  be  placed  in  the 
Sims  or  the  dorso-sacral  position.     The  anterior  vaginal 
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wall  should  be  exposed  with  the  Sims  speculum.  A 
sound  should  be  passed  into  the  bladder,  and  its  point 
should  be  pressed  against  the  posterior  vesical  wall 
toward  the  vagina,  at  the  position  where  the  incision  is 
to  be  made.  The  incision  should  be  made  into  the  blad- 
der through  the  tissues  fixed  on  the  point  of  the  sound. 
The  opening  may  then  be  enlarged  with  the  knife  or 
scissors.  The  opening  should  be  from  i  to  i;i  inches  in 
length.  In  order  to  prevent  spontaneous  closure  of  the 
fistula,  the  mucous  membrane  of  the  bladder  should  be 
sutured  to  the  mucons  membrane  of  the  urethra  around 
the  margin  of  the  fistula. 

The  after-treatment  consists  in  daily  washing  of  the 
bladder  with  large  quantities  of  sterile  wann  water  or 
with  the  boracic-acid  solution.  The  woman  should  be 
placed  in  the  dorso-sacral  position,  and  the  fistulous  open- 
ing should  be  exposed  by  the  Sims  speculum.  The  water 
should  be  introduced  into  the  bladder  through  the  ure- 
thra. Care  must  be  taken  to  hold  the  edges  of  the  fistula 
open,  so  that  there  may  be  a  free  channel  of  escape. 

The  patient  should  at  first  remain  in  bed.  After  the 
acute  symptoms  have  disappaared  she  may  get  up  and 
the  frequency  of  the  local  treatments  may  be  diminished. 
Various  appliances  have  been  introduced  for  receiving 
the  continuously  escaping  urine.  None  of  lliem,  how- 
ever, are  satisfactor>'.  They  are  difficult  to  keep  clean, 
they  cause  pain,  and  they  are  liable  to  become  displaced. 
The  best  method  is  to  wear  a  vulvar  pad  of  some  absorb- 
ent material  and  to  pay  strict  attention  to  cleanliness. 
The  progress  of  the  case  may  be  determined  by  exami- 
nation of  the  urine,  and  by  examination  of  the  vesical 
mucous  membrane  through  the  fistula  or  through  the 
endoscope. 

The  time  required  for  cure  may  extend  from  one  to  six 
nths. 

When  the  vesical  membrane  has  been  restored  to  a 
normal  condition  the  fistula  may  be  readily  closed. 

Vesical  CaltmlUB. — Stone  in  the  bladder  is  less  cum- 
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mon  among  women  than  among  men.  This  fact  is  prob- 
ably due  to  the  greater  size  and  dilatability  of  the  female 
urethra,  on  account  of  which  small  calculi  may  readily 
pass  out. 

The  symptoms  and  methods  of  diagnosis  of  vesical 
calculus  are  similar  to  those  in  the  male.  The  stone 
may  often  be  palpated  by  bimanual  examination. 

Treaimeui, — Small  stones  uncomplicated  with  cystitis 
may  be  crushed  and  removed  through  the  urethra.  Large 
stones  should  be  removed  by  cystotomy.  Whenever 
cystitis  is  present,  it  is  advisable  to  perform  cystotomy 
and  to  make  a  permanent  fistula  until  the  cystitis  is 
cured,  when  the  opening  may  be  readily  closed. 


CHAPTER  XXXVIII. 
aONORRHEA    IN     WOMEN. 

Gonorrhea  in  women  has  been  considered  discon- 
nectedly in  the  precedinfj  pages  as  one  of  several  patho- 
logical conditions  that  a£Fect  the  different  parts  of  the 
genital  tract.  A  more  connected  discnssion  of  the  sub- 
ject will  be  of  value,  in  view  of  the  frequency  of  the 
disease,  its  often  unsuspected  or  insidious  character,  and 
the  serious  and  fatal  lesions  that  it  may  produce.  Lying 
between  the  two  specialties  of  venereal  diseases  and  gyne- 
cology, it  is  often  ignored  or  slighted  by  both, 

Acnte  gonorrhea  in  the  female  is  much  less  frequent 
than  in  the  male.  It  is  rare  in  the  gynecological  dispen- 
saries of  Philadelphia  to  see  acute  gonorrhea  of  any 
part  of  the  gen  i  to- urinary  tract. 

The  disease  is  very  often  subacute  or  chronic  from  the 
beginning,  and  is  not,  as  in  the  male,  always  preceded 
by  a  period  of  acnte  invasion,  the  symptoms  of  which 
necessarily  attract  the  attention  of  the  patient  and  the 
physician.  For  this  reason  gonorrhea  in  the  woman  is 
very  often  overlooked.  We  can  as  yet  form  no  accurate 
estimate  of  its  frequency.  Certain  lesions,  such  as  pyo- 
salpinx,  which  may  be  the  remote  result  of  gonorrhea, 
are  often,  especially  by  gynecologists,  indiscriminately 
attributed  to  this  disease  without  anything  like  sufficient 
evidence  of  such  a  causative  relation. 

The  fact  that  the  husband  may  at  some  time  of  his 
life  have  had  gonorrhea,  or  even  that  the  woman  may 
have  had  gonorrhea,  is  no  evidence  that  a  pyosalpinx 
that  appears  in  later  years  has  been  can.sed  by  this  d 
ease.  There  are  many  other  causes  of  pyosalpinx  be- 
sides gonorrhea.     The  frequent  causative  relation  of  sep- 
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sis  at  labor,  miscarriage,  or  criminal  abortion,  or  during 
the  intra-iiterine  manipulations  of  the  physician,  should 
always  be  remembered. 

I  have  no  intention  of  underrating  the  danger  to  the 
woman  of  coitus  with  a  man  who  is  not  entirely  cured 
of  a  gonorrhea  or  a  gleet.  The  lives  of  a  great  many 
women  have  been  ruined  by  marriage  with  incompletely 
cured  gonorrheal  husbands,  and  but  very  few  men  in  such 
a  condition  would  contemplate  marriage  if  they  were 
aware  of  the  danger  to  the  woman  that  results  from  such 
an  act.  lUit,  on  the  other  hand,  men  who  are  at  all  care- 
ful of  themselves  are,  without  doubt,  usually  completely 
cured  of  gonorrhea;  and  there  are  thousands  of  men  in 
the  community  who  have  had  one  or  more  attacks  of 
gonorrhea  before  marriage,  and  who  have  now  healthy 
and  prolific  wives.  Every  physician  of  experience  will 
find  such  examples  in  the  circle  of  his  own  practice  or 
acquaintance.  It  is  very  unscientific  to  lay  the  responsi- 
bility upon  such  husbands  for  every  pelvic  inflammatory 
condition  that  may  appear  in  their  wives. 

The  difficulty  of  proving  the  presence  of  gonorrhea  in 
women  is  often  very  great.  As  has  been  said,  the  disease 
may  begin  and  may  exist  for  a  long  time  without  attract- 
ing the  attention  of  the  woman.  She  often  pays  no  at- 
tention to  a  slight  burning  or  tickling  sensation  in  the 
urethra,  which  passes  off  in  a  few  days.  She  may  have 
had  a  lencorrhcal  discharge  for  a  long  time,  and  she  may 
fail  to  notice  any  slight  alteration  in  its  character  or  quan- 
tity that  may  have  been  caused  bv  i^fonorrhea. 

There  is  nothing  in  the  gross  appearance  of  the  dis- 
charge from  any  part  of  the  genital  tract  which  is  abso- 
lutely pathognomonic  of  gonorrhea.  The  condition  may 
be  suspected  if  there  is  a  purulent  discharge  from  the 
urethra,  because  urethritis  in  women  is  very  generally  of 
gonorrheal  origin.  But,  on  the  other  hand,  there  may  be 
an  innocent-looking  mucous  discharge  from  the  cervix, 
such  as  occurs  in  health  or  in  mild  non-specific  condi- 
tions, yet  in  which  gonococci  may  be  found. 
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The  presence  of  the  gouococcus  is,  of  course,  positive 
evidence  of  gonorrhea,  But  this  organism  maj'  be  pres- 
ent in  Hniall  numbers  and  escape  detection  even  at  the 
hands  of  experienced  observers;  or  it  may  be  present  in 
the  tissues  of  the  infected  region  and  fail  to  appear  in 
the  discharge;  or  it  may  in  time  itself  disappear  alto- 
gether. And  thus,  when  the  woman  begins  to  suffer  from 
some  of  the  remote  lesions  of  gonorrhea,  such  as  an  en- 
dometritis or  a  salpingitis,  and  is  driven  to  seek  medical 
advice,  she  may  be  unable  to  give  any  history  whatever 
of  the  beginning  of  the  disease;  the  character  of  the 
secretions  may  teach  the  physician  nothing;  the  gono- 
coccus  may  have  disappeared  from  the  genital  discharge; 
and  though  a  pyosalpinx  may  be  present  which  had  ' 
originally  been  caused  by  gonorrhea,  yet  the  gonococcus 
may  Hkewise  have  disappeared  from  the  tubal  pus,  and 
other  pathogenic  organisms  may  be  found  in  its  place. 
It  becomes  impossible  to  determine  the  true  origin  of  the 
disease. 

For  these  reasons,  if  the  physician  is  accurate  in  his 
observations,  and  classifies  as  gonorrheal  only  those  cases 
the  specific  origin  of  which  he  can  prove,  the  frequency 
of  gonorrheal  lesions  in  women  will  be  considerably 
understated. 

Sanger  states  that  in  about  one-eighth  of  all  gyneco- 
logical diseases  gonorrhea  is  the  underlying  cause.  Tay- 
lor, viewing  the  condition  from  the  side  of  the  venereal 
specialist,  says  that  this  statement  is  conservative  and 
probably  nearly  correct. 

It  must  be  borne  in  mind  that  gonorrhea  is  sometimes 
caused  in  other  ways  than  by  coitus.  This  is  seen  in  the 
epidemics  of  gonorrhea  that  occur  in  children.  It  is  with- 
out doubt  sometimes  caused  by  the  use  of  an  infected 
vaginal  syringe.  Cases  of  rectal  gonorrhea  are  not  infre- 
quently thus  produced. 

Gonorrhea  in  women  may  attack  any  part  of  the  gen- 
ito-urinar>-  tract.  It  rarely  attacks  a  number  of  struc- 
tures at  one  time,  but  it  usually  becomes  localized  in  one 
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or  two  parts,  such  as  the  urethra,  the  glands  of  the  ves- 
tibule, the  vulvo-vaginal  glands,  the  vaginal  fomices,  or 
the  cervix  uteri,  and  runs  a  subacute  course,  and  may  re- 
main quiescent  for  a  long  period.  It  may  in  time  dis- 
appear spontaneously,  or  it  may  be  excited  into  activity 
by  a  variety  of  causes,  such  as  traumatism,  unusual 
coitus,  labor,  or  miscarriage.  The  parts  of  the  genito- 
urinary apparatus  that  are  covered  by  pavement  epithe- 
lium are  much  more  resistant  to  the  gonococcus  than  are 
the  parts  covered  with  cylindrical  epithelium.  For  this 
reason  the  exterual  genital  surface  and  the  vagina  of  the 
woman,  and  the  vaginal  aspect  of  the  cervix,  are  often 
exempt  when  other  less  resistant  structures  are  attacked. 

Gonorrhea  attacks  the  different  parts  in  the  following 
order  of  frequency:  the  urethra,  the  cervix  uteri,  the 
vulva,   and  the  vagina. 

Gonorrhea  of  the  urethra  is  the  most  common  form  of 
the  disease.  The  great  majority  of  the  cases  of  urethritis 
in  women  are  of  gonorrheal  origin.  Whenever  there  is 
a  purulent  or  muco-purulent  discharge  from  the  urethra 
gonorrhea  should  be  suspected,  whether  or  not  the  gono- 
coccus is  found  in  it. 

The  disease  may  lin<^er  in  the  mucous  glands  found 
near  the  external  meatus  and  in  vSkene's  glands  for  a  long 
time.  The  symptoms  of  this  condition  have  already  been 
considered.  The  disease  may  present  all  the  phenomena 
of  acute  urethritis  in  the  male,  or  it  may  be  subacute 
from  the  bet^inning. 

Gonorrhea  of  the  cervix  uterz  occurs  next  in  frequency. 
As  far  as  the  few  accurate  observations  that  have  been 
made  teach  us  anything,  gonorrhea  of  the  cervix  is  but 
little  less  frequent  than  gonorrhea  of  the  urethra.  The 
disease  may  exist  in  conjunction  with  gonorrhea  of  some 
other  part,  or  it  may  occur  alone.  The  infection  takes 
place  directly  from  the  discharge  of  the  penis  which 
comes  in  contact  with  the  external  os.  Gonorrhea  of 
the  cervix  usually  begins  in  a  subacute  or  an  insidious 
manner.     It    is   usually  unattended   by  any  general    or 
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local  symptoms  sufficiently  marked  to  attract  attention. 
If  the  woman  had  been  free  from  a  leucorrlieal  discharge, 
she  may  observe  a  muco-puriilent  secretion  caused  by  the 
gonorrhea.  If  she  had  a  lencorrhea,  the  alteration  in 
the  character  and  amount  of  the  discharge  is  usually 
not  sufficient  to  attract  her  attention.  In  some  cases  the 
discharge  becomes  more  pnrnlent  in  character;  in  others 
there  is  no  alteration  perceptible  to  the  naked  i;ye. 

If  the  disease  runs  an  acute  course,  the  appearance  of 
the  cervix  will  be  that  characteristic  of  acute  inflamma- 
tion. The  vaginal  cervix  is  congested;  the  external  os 
is  patulous  and  is  surrounded  by  a  red  granular  or  eroded 
area,  while  from  it  is  seen  escaping  a  purulent  discharge. 

Pelvic  pain  or  discomfort  is  not  usually  present  unless 
the  body  of  the  uterus  is  attacked. 

All  the  symptoms  of  gonorrheal  inflammation  of  the 
cervix  are  found  in  simple  non-specific  conditions.  The 
only  certain  diagnosis  is  made  by  means  of  the  micro- 
scope; and  even  failure  to  find  the  gonococcus  will  not 
enable  the  physician  to  say  with  certainty  that  the  dis- 
ease is  not  of  gonorrheal  origin.  The  gonococcus  may 
be  found  in  any  form  of  discharge  from  the  cervix,  even 
that  which  to  gross  examination  appears  most  innocent 

Consequently,  in  every  suspected  case  a  microscopic 
examination  should  be  made. 

The  discharge,  for  examination,  should  be  taken  from 
the  cavity  of  the  cervix  by  means  of  a  sterile  platinum 
loop.  If  no  gonococci  are  found,  a  strip  of  mucous 
membrane  from  the  cervical  canal  should  be  removed 
with  a  sharp  curette,  and  it,  with  the  discharge  that  ad- 
heres to  it,  should  be  carefully  examined. 

It  may  be  advisable  to  examine  the  discharge  immedi- 
ately after  menstruation.  A  cervical  discharge  is  always 
increased  innnediately  before,  during,  and  after  a  men- 
strual period.  This  is  probably  the  reason  that  men  are 
more  liable  to  contract  gonorrhea  at  that  time.  This  fact 
is  so  well  known  that  there  is  a  widespread  popular  be- 
lief that  gonorrhea  may  be  acquired  from  coitus,  during 
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a  menstrual  period,  with  a  healthy  woman.  This  is  not 
tnie.  A  man  cannot  acquire  gonorrhea  from  a  woman 
unless  she  had  been  previously  infected  with  the  disease; 
otherwise  a  woman  might  develop  gonorrhea  in  herself 
spontaneously,  for  her  discharges  come  in  contact  with 
her  own  genito-urinar>'  tract. 

The  greater  liability  to  infection  at  the  time  of  men- 
struation is  due  to  the  fact  that  an  existing  pathological 
discharge  is  increased  in  amount;  a  subacute  disease  is 
rendered  more  active  by  the  menstrual  congestion;  and 
gonococci,  quiescent  in  the  superficial  cells,  are  more 
likely  to  be  thrown  off  at  this  time. 

Gonorrhea  of  the  cervix  very  often  stops  at  the  internal 
OS.  It  may,  however,  extend  to  the  body  of  the  uterus 
and  to  the  Fallopian  tubes,  as  has  already  been  described. 
The  diagnosis  of  gonorrheal  endometritis  can  be  made 
only  by  microscopic  examination  of  the  discharge  or  of 
a  strip  of  the  endometrium  removed  with  the  curette. 

The  gonorrheal  discharge  of  the  cervix  may  infect, 
secondarily,  local  areas  of  the  vagina.  The  most  usual 
position  of  secondary  infection  is  the  posterior  vaginal 
fornix.  A  red  eroded  area,  caused  in  this  way,  is  often 
found.  The  prolon<:;^ed  contact  of  the  pus  produces  a 
localized  va<^inal  fi^onorrliea. 

Primary  vagitial  s^ouorrhca  is  rare  in  the  adult  woman, 
in  whom  there  is  the  usual  resistant  power  of  the  epithe- 
lium. The  mucous  mcnil)rane  of  the  vagina  becomes 
tough  from  coitus  and  childbirth,  and  is  usually  impreg- 
nable to  the  gonococcus.  Buinin  has  kept  gonorrheal 
pus  in  contact  with  the  vaginal  wall  for  twelve  hours 
without  producing  any  inflammatory  reaction. 

In  girls  and  in  young  women,  in  whom  the  mucous 
membrane  of  the  vagina  is  soft  and  hyperemic,  vaginal 
gonorrhea  is  more  likely  to  occur.  Like  gonorrhea  in 
other  parts,  the  disease  may  be  acute  or  chronic.  It  may 
involve  the  whole  vaginal  tract  or  it  may  be  restricted  to 
local  areas. 

The  disease  sometimes  involves  only  the  lower  portion 
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of  the  vagina,  and  is  mast  severe  on  the  posterior  wall. 
In  other  cases  it  is  limited  to  the  posterior  vaginal  fornix, 
where  it  lias  a  tendency  to  become  localized  and  to  persist. 
In  the  very  early  stage  the  mucous  membrane  is  dry  and 
red.  It  later  becomes  covered  with  a  purulent  or  muco- 
purulent secretion  of  a  milky  color. 

If  the  disease  is  extensive,  severe  symptoms  may  be 
present.  The  woman  will  snffer  with  burning  pain  in 
the  pelvis,  the  pain  being  increased  by  any  movement. 

Acute  inflammation  of  t!ie  vagina  is  usually  of  gonor- 
rheal origin.  A  thorough  examination  of  the  condition 
can  be  made  only  by  placing  the  woman  in  the  knee- 
chest  position  and  by  exposing  the  vagina  by  retracting 
the  perineum  with  the  Sims  speculum.  The  whole  vag- 
inal tube,  especially  the  posterior  wall  near  the  ostium 
and  the  fomices,  should  be  carefully  inspected. 

Gonorrhea  of  /he  vulva  may  arise  primarily,  or  it  may 
be  caused  by  infection  from  discharge  from  the  vagina  or 
the  cervix.  Like  gonorrhea  of  the  vagina,  it  is  rare  in 
the  adult  woman.  It  is  usually  seen  in  girls  or  in  young 
women.  Its  occurrence  in  children  has  already  been 
referred  to. 

The  disease  may  extend  to  the  small  glands  of  the 
vestibule  and  the  fourchette  and  to  Bartholini's  glands; 
in  these  situations  it  may  Inrk  for  many  years,  forming  a 
source  of  infection  to  men  and  a  great  element  of  danger 
to  the  woman.  Suppuration  of  the  glands  of  the  vesti- 
bule may  result  in  small  urethral  fistulas. 

In  making  an  examinatiou  of  the  external  genitals  the 
parts  should  always  be  thoroughly  exposed  and  the  phy- 
sician should  attempt  to  express  tlie  fluid  from  the  orifices 
of  the  glands.  Microscopic  examination  of  the  dis- 
charge should  be  made. 

Inflammation  of  any  of  the  glands  of  the  external  gen- 
itals is  usually  the  result  of  gonorrhea. 

When  the  physician  examines  a  woman  suspected  of 
gonorrhea,  she  should  not  prepare  herself  beforehand  by 
vaginal  douches  and  washing  the  external  genitals.     The 


440      --/  TEXTBOOK  OF  DISEASES  OF  WOMEN, 

urine  should  not  have  been  voided  for  some  time.  Pros- 
titutes, fearing  that  gonorrhea  will  be  discovered,  often 
remove  all  discharges  as  much  as  possible  before  tliey 
submit  to  examination.  Other  women  do  the  same  from 
motives  of  cleanliness.  As  the  diagnosis  depends  upon 
observation  of  the  origin  and  character  of  the  discharges, 
such  preparation  should  be  avoided. 

As  has  already  been  said,  it  may  be  advisable  in  doubt- 
ful cases  to  make  the  examination  immediately  after  a 
menstrual  period,  when  the  discharges  are  more  profuse 
and  perhaps  more  virulent  than  at  other  times.  The  ex- 
aminer should  always  proceed  methodically,  and  should 
inspect  every  portion  of  the  external  genitals,  the  vagina, 
and  the  cervix.  The  vestibule,  the  external  meatus,  the 
urethra,  the  fourchette,  the  glands  of  Bartholin!,  the 
vaginal  walls,  the  external  os,  and  the  cervical  canal 
should  in  turn  be  examined.  Discharges  obtained  from 
these  structures  should  be  saved  and  submitted  to  micro- 
scopic examination. 

Though  the  gonococcus  is  by  no  means  always  found 
in  cases  the  specific  character  of  which  is  proved  by  in- 
fection of  the  man,  yet  it  would  escape  observation  much 
less  often  if  such  thorough  examination  were  made. 

If  the  gonococcus  is  not  found,  the  diagnosis  must  be 
made  from  the  consideration  of  the  lesions  that  we  know 
occur  but  rarely  except  in  gonorrhea.  Thus,  urethritis 
is  a  strong  diagnostic  point  in  favor  of  gonorrhea;  so  is 
inflaniniation  of  the  glands  of  the  vestibule,  of  the  four- 
chette, and  of  the  vulvo-vaginal  glands.  Vaginitis  not 
caused  by  the  degenerations  of  old  age,  by  traumatism, 
or  by  the  discharge  from  a  cancer  of  the  cervix  or  from  a 
vesico-vaginal  fistula  is  usually  of  gonorrheal  origin. 
This  is  especially  true  of  vaginitis  localized  in  the  vag- 
inal fornices. 

Gonorrhea  in  women  should  be  most  carefully  treated 
until  all  signs  of  the  disease  are  eradicated.  The  treat- 
ment has  alreadv  been  discussed  under  the  consideration 
of  the  diflferent  structures  that  may  be  attacked.     Gonor- 
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rheal  cervicitis  and  endometritis  are  the  most  difficult  to 
cure,  and  it  may  be  impossible  to  determine  with  cer- 
tainty that  the  disease  has  been  eradicated  from  these 
structures.  If  milder  measures  fail,  the  cervical  canal 
and  the  body  of  the  uterus  should  be  completely  curetted, 
and  the  raw  surface  should  be  treated  with  pure  carbolic 
acid.  The  physician  should  never  discharge  the  patient 
until  she  is  thoroughly  cured. 


CHAPTER  XXXIX. 
THE  TECHNIQUE  OF  GYNECOLOGICAL  OPERATIONS. 

TiiK  technique  of  some  of  the  special  gynecological 
operations,  such  as  perineorrhaphy,  and  trachelorrhaphy, 
has  already  been  considered  in  discussing  the  treatment 
of  the  conditions  in  which  such  operations  are  applicable. 
The  general  and  local  preparation  of  the  patient,  the 
instruments,  the  dressings,  etc.,  and  the  technique  of  the 
general  operations  of  gynecology  that  are  applicable  to  a 
variety  of  different  pathological  conditions,  such  as  ooph- 
orectomy and  hysterectomy,  now  demand  consideration. 
The  general  rules  of  asepsis  that  are  followed  in  gyne- 
cological operations  are  the  same  as  those  that  should  be 
observed  in  all  surgical  operations.  And  although  ever}- 
surgeon  should  strive  to  attain  perfect  asepsis  in  all  ope- 
rations, yet  it  is  of  especial  importance  for  the  gynecolo- 
gist to  do  so,  for  he,  more  often  than  all  others,  invades 
the  peritoneal  cavity.  Of  the  various  structures  of  the 
body,  the  peritoneum  is  one  of  the  most  susceptible  to 
septic  influences;  and  septic  infection  of  the  peritoneum, 
unlike  infection  of  other  structures,  implies  not  merely 
a  local  disturbance  and  delay  of  healing,  but  general 
sepsis  and  death. 

Moreover,  the  gynecologist,  operating  in  the  perito- 
neum, cannot  correct  any  imperfection  in  his  aseptic 
technique  l)y  the  use  of  antiseptic  solutions,  as  can  be 
done  in  other  operations  of  general  surgery.  Such  anti- 
septic solutions,  if  of  sufficient  strength  to  be  of  any  value 
as  germicides,  are  very  dangerous  in  the  peritoneum. 
They  may  produce  fatal  poisoning  from  absorption 
through  the  peritoneum;  they  destroy  the  delicate  peri- 
toneal surface,  and  thus  diminish  the  very  useful  power 
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of  tlie  peritoneum  to  absorb  blood  and  serum  after  the 
operation;  they  cause  intestinal  and  otiier  adhesions;  and 
they  so  impair  the  integrity  of  the  intestinal  walls  that 
septic  organisms  may  be  enabled  to  pass  through  and 
infect  the  general  peritoneum. 

The  gynecologist,  thus  debarred  from  the  use  of  anti- 
septics during  a  peritoneal  operation,  must  rely  altogether 
npon  the  perfection  of  his  aseptic  technique. 

It  must  not  be  forgotten  that  the  danger  of  peritoneal 
infection,  though  very  much  less  in  the  minor  gyneco- 
logical operations  on  the  perineum  and  the  cervix,  is  yet 
never  altogether  absent.  The  whole  genital  tract  of 
women  communicates  directly  with  the  peritoneum,  and 
infection  at  any  point  may  extend  and  cause  fatal  peri- 
toneal sepsis. 

The  danger  increases  with  the  proximity  of  the  in- 
fected point  to  the  peritoneum.  The  danger  of  salpin- 
gitis and  peritonitis  from  trivial  intra-uterine  manipula- 
tions not  performed  aseptically,  such  as  the  passage  of  a 
dirty  sound,  has  already  been  referred  to.  Fatal  perito- 
nitis has  followed  trachelorrhaphy. 

In  the  various  plastic  operations  of  gynecology  disas- 
trous results  are,  of  course,  not  so  likely  to  occur  from 
imperfect  asepsis  as  in  those  operations  that  involve 
opening  the  peritoneum.  In  some  of  these  operations, 
such  as  closure  of  a  vesico- vaginal  or  a  recto-vaginal  fis- 
tula, it  is  impossible  to  obtain  perfect  asepsis. 

In  minor  gynecological  operations,  however,  we  may 
use  anti.septic  solutions  which  are  inadmissible  within 
the  peritoneum;  and  the  vascularity  of  the  genital  tract 
is  so  great  that  healing  is  usually  rapid  and  perfect  even 
with  very  imperfect  asepsis.  This  fact,  however,  should 
never  justify  carelessness  on  the  part  of  the  physician. 
In  every  surgical  procedure,  however  trivial,  the  strictest 
asepsis  should  always  be  obser^'ed.  The  practice  avoids, 
at  any  rate,  a  minimum  danger;  it  is  a  useful  training 
for  the  physician;  and  it  sets  a  valuable  example  to  the 
assistants  and  nurses.     No  part  of  the  technique  should 
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l>e  *'j^oc)d  enough/'     It  should  be  as  good  as  it  can  be 
made. 

The  j^rcatest  factor  in  the  success  of  modern  gyne- 
coK>gy  has  been  asepsis.  The  doctrine  has  become  so 
wiiicly  spread  that  the  technique,  and  consequently  the 
results,  of  careless  operators  of  the  present  day  are  much 
better  than  those  of  the  best  operators  before  the  days  of 
Lislerisni. 

This  is  not  said  to  justify  carelessness.  No  woman 
should  at  ojKTation  be  exposed  to  any  dangers  not  in- 
separable from  her  condition.  The  assistants  and  the 
nurses  should  be  especially  made  to  feel  the  responsibility 
\>i  ilieir  jx>siiions.  A  careless  nurse  or  assistant  may  in- 
irvKhice  sejx^iis  and  cause  death  after  the  most  skilfully 
jxM  formed  operation.  Unfortunately,  there  is  not  a  dis- 
tinct realization  of  this  fact.  An  assistant,  though  con- 
scious K^\  some  carelessness  of  his  own,  usually  beguiles 
himself  wiili  the  K^lief  that  death  was  due  to  some  other 
cause.  If  there  were  a  distinct  realization  of  personal 
ropouNibiliiy  amouj^  all  concerned  at  an  operation,  death 
fioni  iniVciion  ihrous^h  carelessness  would  be  avoided  as 
arc  oilier  kinds  \.^\  manslaughter.  Unless  a  surgeon 
knows  ih.u  he  can  furnish  the  proi)er  aseptic  conditions, 
lu  Ikis  ui^  lii^lii  lo  ailvisc  a  patient  to  submit  to  operation 
unless  I  he  iliscasr  is  such  that  oj^eration  is  demanded 
uuvicr  au\    circumsuuices. 

At  ilic  present  ilay  the  gynecolo<^ist  advises  a  woman 
to  subniii  lo  a  serious — potentially  fatal — operation,  like 
ccliotonn,  for  the  relief  of  many  conditions  w^hich  cause 
sulVcriuv^,  hut  wliich  do  not  cause  death.  He  does  this 
couscienliously,  because  he  knows  that  if  the  operation 
is  properly  jK'rformed  the  dano^er  to  life  is  very  small. 
If  he  is  not  certain  that  the  proper  operative  conditions 
will  be  at  hand,  he  cannot  conscientiously  give  this  ad- 
vice, and  he  had  better  follow  some  palliative  treatment. 

(.Operations  are  always  better  done  in  a  well-equipped 
operating-rcwm  than  in  a  private  house.  In  the  opera- 
ting-nxnu  we  have  better  asepsis,   better  light  and  me- 
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chatiical  appliances,  better  discipline  of  assistants  and 
nurses,  and  gjeater  opportunity  of  successfully  dealing 
with  unexpected  com  pi  i  cations. 

In  an  operation  which  is  performed  in  a  private  house 
something  is  always  used  which  is  more  or  less  of  a 
makeshift;  and  makeshifts  should  not  be  used  in  surger^', 
especially  in  abdominal  surgery.  If  we  hope  to  obtain 
perfect  results,  we  must  insist  upon  perfect  surroundings 
and  appliances.  Continuous  success  is  the  result  of 
scientific  accuracy  and  attention  to  detail.  I  say  con- 
tinuous success,  because  this  is  the  only  test  of  good 
surgery.  We  should  not  be  misled  by  occasional  bril- 
liant results  obtained  under  imperfect  conditions.  In 
such  circumstances  the  operator  admits  to  himself  that 
his  patient  was  lucky.  The  element  of  luck  should 
be  entirely  eliminated.  Nothing  should  be  trusted  to 
luck. 

Fortunately,  most  of  the  operations  of  gynecology  are 
performed  for  conditions  of  such  a  character  that  there  is 
no  demand  for  instant  operation.  The  woman  can  usu- 
ally wait  until  suitable  conditions  are  furnished.  In 
cases  of  emergency  the  surgeon  can  only  do  his  best 
under  the  existing  circumstances,  not  his  best  under  the 
best  circumstances. 

It  caijnot  be  denied  that  good  results,  as  far  as  mortal- 
ity is  concerned,  are  obtained  in  abdominal  operations  in 
private  houses.  The  mortality,  however,  for  a  long 
series  of  cases  of  all  kinds  is  greater  than  that  obtained 
in  well-equipped  hospitals  by  operators  of  equal  ability. 
The  number  of  incomplete  and  imperfectly  performed 
operations  is  much  greater  in  private  houses  than  in  the 
hospital,  for  the  operator  with  imperfect  surroundings 
fears  to  deal  radically  with  some  unexpected  conditions 
which  he  meets,  and  is  satisfied  if  the  woman's  life  is 
.saved,   though  she  be  not  perfectly  cured. 

It  is  not  necessary  to  dwell  upon  the  need  of  proper 
training  of  the  operator  himself  in  abdominal  surgery. 
The  minor  gynecological  operations  may  be  perfonn 
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by  any  one  who  is  familiar  with  the  ordinary  principles 
of  surger>'  and  who  understands  the  special  technique  of 
the  operation.  There  is  no  fear  of  unexpected  complica- 
tions in  such  operations.  Rapidity  of  work  is  not  essen- 
tial, as  in  abdominal  surgery,  and  the  operator  may  study 
the  condition  as  he  proceeds;  moreover,  errors  arising 
from  inexperience  or  ignorance  are  not  attended  by  fatal 
results. 

In  abdominal  surger\',  however,  the  operator  should  be 
specially  trained  for  the  work.  Except  in  cases  of 
emergency,  he  should  not  perform  these  operations  un- 
less he  expects  to  do  so  continuously.  He  should  be 
trained  by  work  upon  the  cadaver  and  the  lower  animals 
and  by  watching  and  assisting  experienced  operators. 
He  should  be  prepared  to  deal,  without  hesitation,  with 
every  pathological  condition  that  may  be  met  with  in 
the  abdomen;  a  glance  at  works  on  abdominal  surgery 
will  show  how  numerous  such  conditions  are. 

A  few  successes  in  simple  cases  in  the  hands  of  an  in- 
competent operator  will  lure  him  on  with  false  confidence 
until  he  finally  meets  a  condition  with  which  he  is  unable 
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to  cope.  Either  the  patient  dies  as  a  result,  or,  if  the  op- 
erator be  conservative,  the  abdomen  is  closed  over  an  in- 
complete operation.  • 

The  directions  which  are  about  to  be  given  apply  espe- 
cially to  those  operations  in  which  the  peritoneal  cavity 
is  entered.  They  may  be  modified  in  obvious  particulars 
in  case  a  minor  operati(m  is  to  be  performed  upon  the 
vagina  or  the  uterus.  In  such  cases  special  abdominal 
cleansing  is  unnecessary  and  complete  evacuation  of  the 
intestinal  tract  is  not  so  important. 

The  technique  described  is  that  which  is  followed  by  the 
writer.  Various  equally  good  modifications  are  employed 
by  other  operators.  It  seems  best,  however,  to  give  but 
one  rigid  method  Avhich  experience  has  proved  success- 
ful. The  experienced  operator  is  able  to  change  it  ac- 
cording to  his  individual  preferences. 

Operating-room.  —  The    operating-room    should    be 
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well  lighted  from  the  top  and  at  least  one  side.  If  a  good 
natural  light  caunot  be  secured,  an  electric  drop-light 
will  be  found  very  convenient.  For  work  deep  in  the 
pelvis  or  the  abdomen  a  good  light  is  essential.  If  neces- 
sary, light  may  be  directed  to  the  desired  point  by  means 
of  the  ordinary  head-inirror. 

The  floor,  walls,  and  ceiling  of  the  room  should  be  of 
some  non-absorbing  material.  There  should  be  in  the 
room  no  appliances  whatever  that  are  uot  essential  for  the 
performance  of  the  oiieration. 

The  interior  of  the  room  should  be  wiped  throughout 
with  a  inop  or  with  wet  cloths,  or,  still  better,  flushed 
with  the  hose,  in  order  to  remove  and  lay  all  dnst.  The 
room  may  be  wiped  throughout  with  a  solution  of  bi- 
chloride of  mercury  (i  :  2000). 

The  temperature  of  the  room  should  be  not  less  than 
75°  F.  Shock  from  bodily  loss  of  heat  and  exposure  of 
the  peritoneum  is  diminished  if  the  atmosphere  of  the 
room  is  at  an  elevated  temperature, 

Apparatus. — All  apparatus,  such  as  basins,  tables, 
etc.,  should  be  of  such  a  character  that  it  may  be  steril- 
ized by  boiling  or  by  washing  with  a  solution  of  bichloride 
of  mercury  (i  :  1000).  Glass-top  tables  with  painted  or 
nick  el -plated  frames  are  preferable.  The  operating-table 
should  be  so  arranged  that  the  patient  may  be  placed  in 
the  Trendelenburg  position  (Fig.  189).  This  position 
permits  the  intestines  to  gravitate  out  of  the  pelvis,  and 
is  very  useful  in  many  operations.  There  are  a  great 
variety  of  tables  in  use.  Before  the  Trendelenburg  pos- 
ture was  introduced  the  writer  used  for  several  years  a 
plain  hard-wood  plank  supported  by  two  wooden  horses. 
The  Boldt  table  is  very  convenient.  With  it  there  is  no 
necessity  for  a  rubber  pad  for  catching  fluids.  It  is  ap- 
plicable for  all  gynecological  operations.  Some  operators 
are  in  the  habit  of  dressing  the  operating  table  by  placing 
on  it  a  blanket  and  sheet.  This  is  unnecessary,  unless 
the  patient  is  in  such  a  condition  of  collapse  that  it  is 
essential  to  preserve  all  bodily  heat.     The  blanket  usu- 
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ally  becomes  saturated  with  fluids  and  serves  no  good 
purpose. 

The  uumber  and  arrangement  of  the  basins,  tables, 
stands,  etc.  used  in  an  abdominal  operation  are  shown  in 
Fig.  190. 

The  basins  are  best  sterilized  by  boiling,  or  by  wash- 
ing with  scalding  water  (inside  and  outside)  and  a  solu- 
tion of  bichloride  of  niercnr\'  (i  :  icoo). 

The  tables  and  stands  are  sterilized  by  washing  with 
the  bichloride  solution.      If  wooden-top  tables  are  used, 


■Trendelenburg  position. 


they  should  be  covered  with  a  towel  wrung  out  of  a 
I  :  1000  bichloride  solution. 

Operator,  Assistants,  Nurses. — ^Usnally  one  assist- 
ant, who  stands  opposite  the  operator,  and  two  nurses,  are 
sufficient.  A  second  assistant,  standing  beside  the  ope- 
rator, is  useful  to  thread  needles  and  to  hand  instruments 
and  ligatures.  The  operator,  assistants,  and  nurses 
should  possess  such  general  cleanliness  as  follows  a 
morning  bath.  They  should  not  attend  any  patients 
suffering  with  a  septic  or  infectious  condition  upon  the 
day  of  the  operation.  If  they  have  done  so  upon  the 
previous  day,   they  should  subsequently  take  a  general 
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bath  and  change  all  clothing.  Care  in  this  respect  is 
especially  desirable  on  the  part  of  the  nurses,  whose  long 
hair  prevents  easy  cleansing  of  the  head. 

The  operator  and  assistants  should  wear  sterilized  outer 
clothes — cotton  shirt  and  duck  trousers.  A  large  steril- 
ized apron  put  on  immediately  before  the  operation  is  an 
additional  protection.  The  nurses  should  wear  large 
sterilized  aprons  over  freshly  washed,  if  not  sterilized, 
dresses. 

The  hands  and  forearms  of  the  operator,  assistants,  and 
nurses  should  be  bare  and  especially  sterilized.  The 
finger-nails  should  be  short,  rounded,  and  smooth.  A 
long  nail  is  diflBcult  to  clean,  and  in  the  case  of  the  ope- 
rator is  dangerous,  as  it  may  lacerate  important  structures 
in  the  process  of  enucleation  of  a  tumor.  Enucleation 
of  adherent  growths  is  best  done  with  the  blunt  finger, 
which  passes  along  the  planes  of  separation.  The  sharp 
nail  may  perforate  an  intestine  or  lacerate  a  blood-vessel, 
instead  of  pushing  it  aside. 

Tlie  nails,  fingers,  hands,  forearms,  and  lower  part  of 
the  upper  arms  should  be  thoroughly  scrubbed  with  fre- 
quently cliano;cd  hot  water  and  soap  (preferably  soft  soap) 
and  a  lar^e  stiff  nail-brush.  Tlie  process  should  not  be 
done  hastily  or  l)nt  once.  The  soap  should  be  repeatedly 
washed  off  and  renewed.  Five  minutes,  at  least,  should  be 
devoted  to  tlie  scrub])ing.  The  hands  and  arms  should  then 
be  similarlv  scru])l)ed  with  alcohol,  and  finallv  scrubbed 
with  a  solution  of  ])icliloridc  of  mercury  i  :  icxk>.  Im- 
mediately Ix'fore  ])roceedin<;  with  the  operation  the  hands 
and  arms  should  be  rinsed  in  sterile  water. 

There  should  be  a  nail-brush  for  each  solution  used. 
The  brushes  should  be  clean  and  sterilized  by  boiling 
or  by  placing  in  tlie  steam  sterilizer. 

After  sterilizing  the  hands,  the  operator,  the  assistants, 
and  nurses  should  touch  nothing  which  is  not  sterile.  If 
they  are  obliged  to  do  so,  the  hands  should  be  again 
washed. 

Sterilization  of  Dressings,  Towels,  etc. — The  ope- 
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rating-cloths,    aprons,    sheets,    towels,    dressings,    gauze  J 
pads,  etc.  are  most  conveniently  sterilized  by  steam  lieat.   , 
The  temperature  should  be  at  least  ioo°  C,  (212°  F.). 
The  dressings  and  bandages  should  not  be   too  tightly 
packed,  so  that  all  parts  may  be  exposed   to  the  same 
temperature. 

Several  kinds  of  steam  sterilizers  have  been  introduced. 
The  most  easily  obtained  is  the  Arnold  sterilizer.  An 
apparatus  like  the  Spragne  sterilizer,  in  which  the  steam 
is  superheated,  is  preferable,  but,  as  it  is  not  portable,  it 
is  adapted  only  for  hospital   nse. 

The  dressings  should  be  maintained  at  the  elevated 
temperature  for  an  hour  or  more.  Although  this  method 
secures  very  good  sterilization,  yet  there  are  certain  spores 
which  resist  such  elevated  temperature  even  after  a  two 
hours'  exposure.  The  method  of  fraclional  or  discon- 
tinuous sterilizalion  has  therefore  been  introduced.  Two 
or  three  successive  sterilizations  are  practi.sed  at  inter- 
vals of  twenty-four  hours.  Spores  which  at  first  escape 
destruction  will  have  developed  into  vegetative  forms 
in  the  intervals,  and  are  destroyed  by  the  final  sterili- 
zations. 

At  the  University  Hospital  all  dressings  are  sterilized 
for  three  consecutive  days  for  two  hours  each  day.  The 
dressings,  towels,  etc.,  after  sterilization,  should  be  pre- 
served in  sterile  glass  jars  or  other  sterile  receptacle. 

Sterilization  of  Instruments. — Instruments,  drain- 
age-tubes, catheters,  and  any  rubber  appliance  may  be 
sterilized  by  boiling  in  water  for  fifteen  to  thirty  min- 
utes. A  dilute  solution  (i  per  cent.)  of  carbonate  of 
soda  is  preferable,  as  the  instruments  are  not  so  easily 
rusted,  and  this  solution,  when  boiling,  has  greater  germi- 
cidal qualities  than  plain  water. 

Ver\'  convenient  instrument-sterilizers  are  made,  in 
which  the  instruments  are  contained  in  a  tray  that  may 
be  lifted  out  and  placed  in  the  receptacle  for  containing 
the  instruments  during  the  operation.  This  receptacle  or 
pan  should  itself  be  sterilized,  and  should  contain  sterile 
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multiple  of  this  number,  of  sponges  has  been  used.  The 
writer  uses  such  sets  of  seven  gauze  sponges  of  the  fol- 
lowing sizes:  one  sponge  3  by  3  inches;  one  sponge  10 
by  7  inches;  five  sponges  5  by  5  inches.  Usually  one 
such  set  of  sponges  is  enough  for  an  abdominal  opera- 
tion. In  some  cases,  however,  the  first  set  of  sponges 
may  become  soiled  by  the  discharge  from  an  abscess  or  a 
sui)puratiug  tumor,  and  it  is  advisable  to  discard  these 
sponges  and  to  complete  the  operation  with  a  second 
clean  set. 

The  number  of  sponges  should  never  be  altered  during 
an  operation  by  cutting  one  in  two. 

Sponges  should  never  be  removed  from  the  operating- 
room  until  the  abdomen  has  been  closed  and  the  sponges 
have  been  counted.  If  a  sponge  falls  on  the  floor  or  in 
the  vessel  to  receive  slops,  it  should  be  put  aside  until 
the  final  counting  is  completed. 

When  a  set  of  sponges  is  used,  they  should  always  be 
carefully  counted  as  they  are  placed  in  the  basin,  for  the 
nurse  who  prepared  and  put  up  the  set  may  have  care- 
lesslv  miscounted  them. 

Accurac)'  in  regard  to  the  sponges  is  of  the  greatest 
importance.  Tliere  are  a  number  of  recorded  cases,  and 
many  unrecorded,  in  which  sponges  have  been  left  in 
tlie  abdomen.  This  accident  is  usually  fatal,  though 
there  arc  several  cases  on  record  in  which  the  sponge  has 
made  its  way,  by  ulceration,  into  the  intestine,  and  has 
been  discharged  from  the  anus,  or  has  been  removed  by 
subsequent  incision  through  the  abdominal  wall. 

Discipline  of  the  Operating-room. — The  discipline 
of  the  operating-room  should  be  most  rigid.  Perfect 
])ersonal  asepsis  can  be  obtained  only  by  continuous 
watching  and  criticism.  The  work  should  be  sj'ste- 
matically  divided  among  the  assistants  and  nurses,  and 
each  should  attend  strictly  to  his  or  her  own  department, 
and  to  nothing  else. 

The  first  assistant  should  assist  the  operator  with 
sponges,  etc.     The  second  assistant  should  attend  to  the 
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instruments,  ligatures,  and  sutures.  The  first  nurse 
should  wash  the  sponges  and  place  them  in  a  basin  of 
sterile  water  beside  the  first  assistant.  She  should  also 
attend  to  the  towels  and  dressings.  The  second  nurse, 
under  direction  of  the  first,  should  change  soiled  water 
in  the  sponge-  and  hand-basins,  etc. 

No  one  should  pick  up  anything  that  may  have  been 
dropped  upon  the  floor,  and  no  one,  unless  it  is  abso- 
lutely necessary,  should  touch  anything  that  has  not 
been  sterilized. 

Anesthesia. — With  the  exception  of  the  operator,  the 
anesthetizer  is  the  most  important  person  at  an  abdom- 
inal operation.  A  careful,  experienced  anesthetizer  is 
desirable  in  all  operations,  but  especially  so  in  an  abdom- 
inal operation.  Much  more  depends  upon  him  than  upon 
the  assistant.  The  custom  of  trusting  the  anesthesia  to 
the  least  experienced  man  is  reprehensible.  Many  fatal 
cases  after  celiotomy  may  be  attributed  directly  to  the 
anesthesia. 

Every  operator  of  experience  has  observed  the  differ- 
ence in  reaction  between  those  patients  who  have  been 
carefully  anesthetized  and  those  who  have  beeu  improp- 
erly anesthetized.  In  a  serious  case  attended  by  unavoid- 
able shock  the  superadded  depression  of  ether-poisoning 
may  be  enough  to  cause  a  fatal  result. 

The  operator  should  have  nothing  to  do  with  the  anes- 
thesia, and  it  should  not  be  necessary  for  him  to  watch  it. 
The  anesthetizer  should  make  a  careful  examination  of 
the  heart,  and  should  be  provided  with  a  hypodermic 
syringe  and  the  neces.<i3ry  stimulants,  which  he  should 
use  at  his  own  discretion. 

He  should,  of  course,  use  the  minimum  amount  of 
ether.  He  should  be  familiar  with  the  steps  of  the  ope- 
ration, and  he  should  so  regulate  the  anesthesia  that  the 
operator  will  not  be  impeded  by  the  straining  or  struggles 
of  the  patient  at  critical  moments. 

Preparation  of  the  Patient.— It  is  always 
when  possible,  to  have  the  patient  under  obser 
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several  days  before  operation.  As  I  have  already  said,  a 
more  accurate  diagnosis  may  be  made  by  repeated  exam- 
inations, and  opportunity  is  afforded  for  the  administra- 
tion of  medicines  to  improve  the  general  condition.  A 
weak  woman  about  to  submit  to  a  serious  operation  is 
benefited  by  the  administration  of  -^  grain  of  strjchnine 
three  times  a  day,  for  several  days  before  the  operation. 

During  this  period  the  patient  should  receive  a  daily 
bath,  a  laxative  when  necessary  to  produce  a  daily  move- 
ment, and  a  vaginal  douche  of  one  gallon  of  hot  water 
every  morning  and  evening. 

The  special  preparation  of  the  patient  is  directed  to 
sterilizing  the  abdominal  surface,  the  external  genitals, 
and  the  vagina,  and  to  emptying  the  gastro-iutestinal 
tract.  This  preparation  should  begin  twenty-four  hours 
before  the  operation.  During  this  time  it  is  best  to  con- 
fine the  patient  to  bed. 

Thorough  evacuation  of  the  intestinal  tract  is  very  de- 
sirable in  abdominal  surgerj*.  When  the  intestines  are 
empty  and  collapsed,  the  various  intra-abdominal  manip- 
ulations are  most  easily  i>erformed.  If  the  intestine  is 
injured  and  it  becomes  necessary  to  repair  it,  or  if  any 
other  intestinal  operation  is  required,  it  uiay  be  performed 
most  easily  and  with  the  greatest  cleanliness  if  the  gut  is 
emj^ty. 

Though  it  is  impossible  to  sterilize  the  intestinal  tract, 
yet  we  most  nearly  approach  the  condition  of  sterilization 
by  thorough  evacuation  of  the  bowels. 

Twenty-four  hours  before  the  operation  purgation 
should  be  begun  by  the  administration  of  i  dram  of 
Rochelle  salts,  dissolved  in  half  a  tumblerful  of  water 
or  soda-water,  every  hour  until  the  bowels  begin  to  move 
freely.  Five  or  six  doses  are  usually  sufficient.  The 
lower  bowel  should  finally  be  emptied  thoroughly  by  an 
enema  of  soap  and  water  administered  three  or  four  hours 
before  operation.  During  the  twenty-four  hours  preced- 
ing operation  the  diet  should  consist  of  light,  easily 
digested,  concentrated  nourishment,  such  as  milk,  butter- 
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milk,  soft-boiled  eggs,  rare  beef,  soups,   beef-tea,   coffee, 
tea,  and  whiskey  if  necessary. 

Unless  tlie  patient  is  very  weak,  no  food  should  be 
given  on  the  morning  of  the  operation.  If  her  condi- 
tion does  not  warrant  such  abstinence,  she  may  have  a 
glass  of  milk,  buttennilk,  coffee,  or  milk-punch.  Such 
food  is  required  if  the  operation  is  performed  late  in  the 
day. 

In  ver\'  feeble  patients  a  nutrient  enema  may  be  ad- 
ministered about  two  hours  before  the  operation. 

A  hypodermic  injection  of  ^  grain  of  str>-chuine  is 
often  useful  upon  the  morning  of  the  operation  when  the 
patient  is  in  poor  condition. 

Preparation  of  the  External  Genitals  and  Vagina. — 
The  pubis  and  the  external  genitals  should  be  shaved. 
The  woman  should  be  drawn  down  to  the  edge  of  the  bed, 
and  the  anus,  the  external  genitals,  and  the  vagina 
should  be  scrubbed  with  green  soap.  The  vagina  should 
be  washed  throughout.  The  nurse  may  do  this  by  in- 
serting one  or  two  fingers,  or  she  may  retract  the  peri- 
neum with  the  Sims  speculum,  and  scrub  the  vagina, 
the  fornices,  and  the  vaginal  cervix  with  cotton  held  in 
forceps. 

The  scrubbing  should  be  followed  by  a  vaginal  douche 
of  a  gallon  of  hot  water  to  wash  out  the  soap,  and  then 
by  a  douche  of  two  quarts  of  bichloride  sohition  (i :  2000), 
One  hour  before  operation  the  vaginal  douche  of  bi- 
chloride should  be  repeated,  and  the  nurse  should  intro-  , 
duce  in  the  vagina  as  far  as  the  cervix  a  light  vaginal 
tampon  of  ganze  wet  with  the  bichlond  solution.  In 
every  abdominal  operation  on  women  it  is  desirable  that 
the  external  genitals  and  the  vagina  should  be  clean.  It 
may  be  necessary  to  pass  the  catheter  or  to  perform  some 
vagina]  manipulation,  or  the  vagina  may  be  opened  dur- 
ing the  operation. 

If  the  vagina  is  small  or  virginal,  or  if  the  woman  is 
ner\'ons,  the  nurse  may  be  unable  to  perform  the  method 
of  cleansing  just  described;  and  it  is  then  necessan*  for 
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the  operator  or  the  assistant  to  clean  the  vagina  after  the 
woman  is  anesthetized.  Snch  cleansing  should  always 
be  performed,  in  addition  to  the  cleansing  by  the  nurse, 
whenever  a  vaginal  operation  is  performed  or  it  is  ex- 
pected that  the  vagina  will  be  opened  from  above. 
Thorough  vaginal  sterilization  is  most  easily  accom- 
plished when  the  patient  is  under  the  influence  of  ether, 
as  the  jx^rineum  is  easily  retracted  and  the  vagina  be- 
comes more  patulous.  The  woman  should  be  placed  in 
the  lithotomy  position,  and  the  washing  should  be  per- 
formed with  two  fingers  or  with  a  soft  brush  like  a 
jeweller's  brush,  or  with  cotton  in  forceps.  If  neces- 
sary, the  perineum  should  be  retracted  with  the  specu- 
lum. Green  soap  should  be  used,  and  the  vaginal  walls, 
the  fornices,  and  the  cervix  should  be  thoroughly  scrub- 
bed. The  soap  should  then  be  carefully  washed  out,  and 
the  scrubbinj^  should  be  repeated  with  bichloride-of-mer- 
cury  solution  (i  :  2000). 

The  cleansing  of  the  external  genitals  and  the  vagina 
is  best  done  by  the  nurse  after  the  final  movement  of  the 
bowels  and  immediately  before  the  woman  has  her  gen- 
eral bath. 

Stvrilizafion  of  the  Abdomen. — The  patient  should  have 
a  warm  bath  from  head  to  feet  upon  the  morning  of  the 
operation.  The  abdomen,  from  the  ensiform  cartilage 
to  the  pubis,  should  be  scrubbed  with  a  nail-brush. 
Special  care  should  be  devoted  to  cleansing  the  umbili- 
cus. After  this  bath  the  patient  should  be  dressed  in  a 
clean  flannel  undershirt  and  night-gown  and  should  be 
placed  in  a  clean  bed. 

The  nurse  should  then  wash  the  abdomen,  from  the 
ensiform  cartilage  to  the  pubis  and  from  flank  to  flank, 
and  the  upper  third  of  the  anterior  aspect  of  the  thighs, 
first  with  turpentine,  second  with  green  soap,  and  finally 
with  ether,  devoting  special  care  to  the  umbilicus.  The 
abdomen  should  then  be  covered  with  a  lar<^e  wet  bi- 
chloride dressing  (i  :  2000),  which  should  not  be  removed 
until  the  patient  is  upon  the  operating-table.     A  towel 
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wrung  out  of  the  bichloride  solution  and  held  in  place  by 
a  bandage  or  binder  will  answer  the  purpose.  A  second 
cleansing  of  the  abdomen  by  the  operator  or  the  assistant 
should  be  done  after  the  patient  is  upon  the  table.  The 
surface  should  be  washed  with  green  soap  and  sterile 
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water,  then  with  ether,  aud  finally  with  the  solution  of 
bichloride  of  mercur>-.  The  washing  should  not  be  re- 
stricted to  the  central  abdomen,  but  should  extend  over 
the  upper  parts  of  the  thighs  and  the  flanks,  which  may 
be  exposed  during  the  operation. 

The  bladder  should  be  emptied  by  the  catheter  im- 


mediately before  the  patient  is  placed  upon  the  operat' 
ing- table. 

TJie  patient  should  be  placed  npon  the  operating- table 
by  clean  nurses  or  assistants. 

The  legs  should  be  .strapped  to  the  table.  The  hands 
should  be  held  out  of  the  way  by  the  anesthetizer.     They 
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may  be  retained  very  well  by  a  safety-pin  passed  through 
the  lower  sleeve  and  the  shoulder  of  the  night-gown  or 
the  pillow-case. 

The  undershirt  and  night-gown  should  be  drawn  well 
up  behind,  to  prevent  wetting.  If  the  clothes  become 
wet,  they  should  be  changed  immediately  after  operation. 

The  legs  and  the  chest  should  be  covered  with  clean 
blankets.  The  field  of  operation  should  be  surrounded  by 
sterilized  towels.  One  large  towel  with  a  hole  of  suitable 
size  in  the  center  is  convenient.  A  pocket  may  be  made 
immediately  below  the  hole,  to  retain  the  instruments 
when  the  Trendelenburg  position  is  employed. 

Instruments. — The  number  and  the  variety  of  instru- 
ments used  by  the  gynecologist  in  abdominal  operations 


Fig.  193. — Knife. 

depend  a  good  deal  upon  the  taste  of  the  individual  op- 
erator. The  list  given  here  comprises  all  the  instniments 
that  are  found  useful  by  the  writer  in  abdominal  work: 

Small  hemostatic  forceps  (Fig.  191) 12 

Medium-sized  forceps 2 

Lar^e  forceps  (Fig.  192) 4 

Knife  (Fig.  193) i 

Scissors — two  pairs  of  long  scissors,  one  straight  and 
one  ciirv'ed  on  the  flat. 

Pedicle-needles  (Fig.  194) 2 

Cyst-trocars  (Figs.  195  and  196) 2 

Straight,  spear-pointed  needles.  2^  inches  in  length, 
for  closing  the  abdominal  incision  by  the  mass-suture. 
Curved  needles  for  siituring  within  the  abdomen. 
Fine  straight  and  curved  needles  for  the  repair  of  in- 
testinal injuries. 
Large  curv^ed  needles  for  catgut,  etc. 

Abdominal  retractors  (blunt) 2 

Needle-holder  (Fig.  107^ i 

I^ng  dressing-forceiv< 2 
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Three  sizes  of  twisted  silk  are  used  for  suture  and  liga- 
ture: heavy  silk  for  ligature  of  the  large  arteries;  medium 
silk  for  ligature  of  smaller  vessels  aud  for  various  sutur- 
ing in  the  abdomen;  fine  silk  for  peritoneal  and  intestinal 

suture. 


Fig.  194. — Pediclc-ncedle. 

The  silk  should  be  as  small  as  is  consistent  with  secure 
ligature.  The  heavy  silk  is  necessary  for  the  ligature  of 
pedicles  in  which  a  large  amount  of  surrounding  tissue 
is  included  with  the  artery. 


P'lC.  :95. — Small  curved  irocar. 

The  silk  is  rolled  on  glass  spools  or  on  cores  of  gauze, 
contained  in  glass  tubes  plugged  with  cotton,  and  is  then 
sterilized  in  the  steam  sterilizer  by  fractional  steriliza- 
tion.    It  is  advisable  always  to  use,  for  heavy  ligature, 


Fm.  ig6.— Large  cysllrocaj. 

silk  of  a  uniform  size,  because  the  operator  becomes 
accustomed  to  the  strength  of  the  silk  and  knows  just 
how  much  strain  it  will  bear.  Silkworm-gut  is  the  best 
material  to  use  for  suture  of  the  abdominal 
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case  the  ** througli-and- through"  or  interrupted  mass- 
suture  is  employed. 

The  silkworm-gut  should  be  of  the  heaviest  and  the 
longest  size.  It  may  be  sterilized  by  boiling  with  the 
instruments  before  the  operation. 


P'iG.  197. — Reiner's  needle-holder. 

Catgut  is  sometimes  employed  for  ligature  and  suture. 
The  difficulty  of  securing  certain  sterilization  makes  it 
advisable  to  avoid  using  this  material  within  the  peri- 
toneal cavity.  Sterilized  silk  is  so  certainly  absorbed  in 
all  cases  and  is  so  easily  employed  that  the  writer  has 
altogether  given  up  the  use  of  catgut  within  the  peri- 
toneum. It  is  useful  as  a  buried  suture  for  the  muscle 
and  fascia  of  tlie  abdominal  wall.  Silk  is  not  so  cer- 
tainl\-  absorbed  in  this  position,  and  if  the  catgut  should 
happen  to  be  imperfectly  sterilized,  no  worse  result  than 
suppuration  of  the  incision  will  occur. 

\'arious  mctliods  of  sterilizing  catgut  have  been  intro- 
duced. The  writer  uses  the  following  method,  which 
bacterioloj^ical  exporinients  and  clinical  experience  have 
shown  to  be  ^ood:  The  catj^ut  is  soaked  in  juniper  oil 
for  one  week.  The  oil  is  then  washed  out  with  ether 
and  the  catgut  is  soaked  in  ether  for  forty-eight  hours. 
The  gut  is  then  rolled  on  glass  spools  and  is  placed  in  a 
glass  jar  containing  pure  alcohol.  The  alcohol  is  boiled 
in  the  jar  for  an  hour  at  a  time  on  several  successive  days. 
The  gut  is  used  directly  from  this  jar,  and  is  always 
boiled  in  the  alcohol  for  an  hour  before  each  operation. 
In  this  way,  if  a  considerable  amount  of  gut  is  prepared 
at  one  time,  it  is  subjected  to  many  boilings  before  it  is 
used  up.  The  alcohol  is  boiled  by  placing  the  glass  jar 
in  a  vessel  of  hot  water. 
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The  following  methods  of  sterilizing  catgut  are  also 
good: 

Reverditi's  Dry-heal  Alilhod  for  the  Slerilization  of 
Calgul. — Soak  in  ether  for  one  or  two  days.  Change  the 
ether  once.  Dry'  and  roll  ou  glass  reels,  place  in  test- 
tubes  covered  with  cotton,  and  place  the  tubes  in  dry-air 
oven.  In  order  not  to  burn  or  render  the  catgut  too 
friable,  the  temperature  should  be  verj-  slowly  elevated — 
at  least  one  hour  before  reaching  100°  C,  and  one  hour 
and  a  half  before  reaching  150°  C.  This  temperature 
should  be  maintained  for  two  hours;  then  the  catgut 
is  slowly  allowed  to  cool  in  the  oven.  Eight  or  nine 
hours  afterward  the  operation  must  be  repeated;  the  gut 
is  then  allowed  to  soak  for  twenty-four  hours  in  oil  of 
juniper-wood,  and  is  then  kept  in  absolute  alcohol. 

The  Ciimol  Method  for  (he  Sterilization  of  Catgiit,  em- 
ployed at  the  Johns  Hopkins  Hospital. — i.  Cut  the  catgut 
into  the  desired  lengths,  and  roll  12  strands  in  a  figure- 
of-8  form,  so  that  it  may  be  slipped  into  a  large  test-tube. 

2.  Bring  the  catgut  gradually  up  to  a  temperature  of 
80°  C,  and  hold  it  at  this  point  for  one  hour. 

3.  Place  the  catgut  in  cumol,  which  nnist  not  be  above 
a  temperature  of  100°  C,  and  hold  it  at  this  point  for 
one  hour. 

4.  Pour  off  the  cumol,  and  either  allow  the  heat  of  the 
sand-bath  to  dry  the  catgut,  or  transfer  it  to  a  hot-air 
oven,  at  a  temperature  of  100°  C.  for  two  hours. 

5.  Transfer  the  rings  with  sterile  forceps  to  test-tubes 
previously  sterilized  as  in  the  laboratory. 

The  cleanest  specimens  of  the  crude  catgut  should  be 
obtained  for  surgical  purposes.  There  is  no  doubt  that 
some  specimens  of  crude  catgut  are  more  difficult  to 
sterilize  than  others. 

The  writer  uses  catgut  only  for  suture  of  the  abdom- 
inal  fa.'icia  and  muscles.     Large-sized  gnt  is  employed. 

The  Dressing. — The  dressing  of  the  abdominal  wound 
sists  of  ten  or  twelve  layers  of  sterilized  gauze,  cov- 
ered by  a  large  sterilized  abdominal  pad  about   1   inch 
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tliick,  13  inches  long,  and  9  inches  broad.  The  pad  is 
made  of  absorbent  cotton  enclosed  in  a  layer  of  ganze. 
The  dressing  is  retained  in  place  by  a  six-tailed  sterilized 
abdominal  binder  of  flannel. 

If  no  drainage  throngh  the  abdominal  incision  is  em- 
ployed, the  use  of  celloidin  with  the  gauze  dressing  is  of 
advantage.  It  retains  the  dressing  securely  in  position 
for  an  indefinite  period,  and,  if  used  liberally,  it  acts  as  a 
splint  for  the  abdominal  wall.  Either  of  the  two  follow- 
ing formulae  given  by  Robb  may  be  used: 

I^.   Ether  (Squibiys), 

Absolute  alcohol,  da.  Sviss; 

Of  a  solution  made  of  15  grains  of 
bichloride  cr>'stals  dissolved  in  11 
drams  of  absolute  alcohol,  ITlxvj. 

Mix,  and  add  of  Anthony's  ** snowy  cotton"  enough 
to  give  the  solution  the  consistence  of  simple  syrup. 

I{«.   Absolute  alcohol,  Sviss; 

Iodoform  powder,  Sxiiss; 

Mix,  and  add  ether,  Sviss. 

Mix,  and  add  of  Antliony*s  **  snowy  cotton"  enough 
to  give  the  solution  the  consistence  of  simple  syrup. 

The  celloidin  should  be  poured  over  the  edges  of  the 
first  layers  of  gauze  that  are  placed  upon  the  wound. 


THE  TECHNIQUE  OF  OVNECOLOGICAL  OPERATIONS 
I  Continued). 

Abdominal  Drainage. — Drainage  of  the  peritoneum 

is  accomplished  b)'  means  of  the  glass  draiiiage-tube  (Fig. 
198),  or  by  capiUarj'  drainage  with  gauze.     The  perito- 


maimtim 


I9S,— Glass  (1taiiiat;e-lubL-, 


neum  may  be  drained  through  the  abdominal  incision  or 
tlirough  tlie  vagina.  On  account  of  the  difficulty  of 
keeping  the  vagina  sterile,  drainage  through  the  abdom- 
inal incision  is  the  safer  method.  Vaginal  drainage  is 
preferred  when  the  operation  is  performed  through  the 
vagina  and  no  abdominal  incision  is  made,  as  in  the  ope- 
ration of  vagina]  hysterectomy. 

The  glass  drainage-tubes  should  be  of  various  lengths 
— 5  to  7  inches.  The  outer  diameter  shonld  be  about  H 
or  j4  inch.  The  lower  portion  of  the  tube  is  perforated 
with  small  holes  over  a  distance  of  about  I'/i  inches. 
Around  the  upper  part  or  neck  of  the  tube,  which  pro- 
trudes from  the  abdomen,  is  placed  a  square  of  rubber 
dain,  such  as  is  used  by  dentists,  about  8  by  8  inches  in 
size.  The  tube  passes  through  a  hole  in  the  center  of  the 
rubber.  The  tube  and  the  rubber  dam  mav  be  sterilized 
by  boiling.  The  tube  is  usually  placed  in  the  lower  angle 
of  the  abdominal  incision,  and  the  abdominal  dressing  is 
split  so  that  it  may  be  placed  around  the  tube.  The 
bandage  is  applied  so  that  the  four  upper  tails  pass  above 
the  tiibe  and   the  two  lower  tails  pass  below  it.     The 
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opening  of  the  tnbe  and  the  rubber  dam  are  outside  of 
the  bandage.  When  the  dressing  and  bandage  have  been 
applied,  the  opening  of  the  tube  is  plugged  with  sterile 
absorbent  cotton,  and  a  handful  of  cotton  is  placed  in  the 
dam,  which  is  then  folded  over  and  pinned.  A  sterile 
towel  is  placed  over  the  dam.  Some  operators  insert  a 
cord  of  cotton  or  a  few  narrow  strips  of  gauze  to  the 
bottom  of  the  tube,  in  order  to  maintain  a  continuous 
capillary  drain. 

Cleansing  or  emptying  the  drainage-tube  is  a  procedure 
which  should  be  very  carefully  attended  to.  Strict  asep- 
sis should  be  observed  in  all  the  manipulations.  For  the 
first  few  hours  the  general  peritoneum  is  exposed  to  dan- 
ger of  infection  every  time  the  tube  is  opened.  After 
the  first  twenty-four  hours,  though  the  danger  of  general 
peritoneal  infection  is  remote  or  absent,  yet  there  is 
always  danger  of  local  infection  of  the  tube-tract.  Such 
local  infection  may  result  in  a  persistent  sinus  or  other 
complication.  A  ligature  near  to  or  in  contact  with  the 
tube  may  become  infected,  and  the  sinus  will  remain 
open  until  the  ligature  is  discharged. 

The  tube  mav  be  cleaned  bv  anv  careful  nurse.  The 
bedclothes  should  be  drawn  down  to  the  pubis  and  the 
clothing  should  be  drawn  up,  so  that  the  abdomen  is  ex- 
posed. Sterile  towels  should  be  placed  about  the  rubber 
dam.  The  hands  of  the  nurse  should  be  sterilized.  The 
dam  should  be  opened,  the  cotton  should  be  removed, 
and  the  orifice  of  the  tube  exposed.  The  tube  should 
be  emptied  with  the  long-nozzled  syringe  (Fig.  199),  or 


Fic.  199. — Syringe  for  cleaning  tlrainage-tube. 

with  some  other  easily  sterilized  apparatus  by  which  the 
fluid  mav  be  withdrawn. 

All  fluid  should  be  withdrawn  from  the  drainage-tube. 
The  dam  should  be  carefully  cleansed  by  wiping  with 
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cotton  wet  with  the  sohition  of  bichlorid  of  mercury. 
A  fresh  cotton  plug  should  be  inserted  in  the  tube,  and 
the  dam  should  be  folded  and  pinned  over  a  handful  of 
cotton.  The  whole  should  then  be  covered  with  a  sterile 
towel. 

The  tube  should  be  emptied  or  cleaned  as  often  as  it 
becomes  filled.  It  is  often  necessarj'  at  first  to  clean  it 
every  fifteen,  thirty,  or  sixty  minutes.  If  free  bleeding 
is  taking  place,  it  is  most  quickly  arrested  by  frequent 
cleaning  of  the  tube.  Unless  the  nurse  is  experienced, 
the  operator  or  assistant  should  watch  the  drainage- 
tube  for  the  first  hour  after  operation,  in  order  to  di- 
rect the  nnrse  in  regard  to  the  required  frequency  of 
cleansing.  A  record  should  be  kept  of  the  amount  of 
flnid  withdrawn. 

The  intervals  between  cleansings  are  gradually  in- 
creased until  once  ever\'  six  or  twelve  hours  becomes  suf- 
ficient. It  is  not  often  nece.i.sar)'  to  keep  the  tube  in  the 
abdomen  longer  than  two  or  three  days, 

The  tube  should  be  removed  when  the  fluid  discharged 
becomes  serous  in  character  and  small  in  amount — about 
one  dram  every  four  or  five  hours.  Before  removing  the 
tube  the  flannel  binder  should  be  opened  and  the  wound 
should  be  exposed.  When  the  glass  tube  is  withdrawn, 
it  is  best  to  replace  it  by  a  small  rubber  tube.  This  may 
be  done  by  inserting  the  rubber  tube  to  the  botlom  of  the 
glass  tube,  which  is  then  withdrawn.  If  we  were  certain 
that  the  tube-tract  were  aseptic,  the  introduction  of  the 
rubber  tube  would  be  unnecessary,  and  we  might  close 
the  lower  angle  of  the  incision  immediately  by  suture. 
This  procedure,  however,  may  be  followed  by  fluid-accu- 
mulation and  the  formation  of  abscess  in  the  tube-tract. 
Il  is  therefore  safest  always  to  use  the  rubber  tube.  The 
rubber  tube  should  be  withdrawn  gradually,  an  inch  or  two 
every  day,  so  that  the  tract  will  close  from  the  bottom. 
In  order  to  prevent  the  rubber  tube  slipping  altogether 
into  the  drainage-tract,  it  is  advisable  to  insert  a  small 
safety-pin  through  the  extra-abdominal  end.    Tlie  end  of 
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the  rubber  tube  should  be  surrounded  and  covered  by 
several  layers  of  gauze  and  the  abdominal  pad. 

Gauze-drainage. — Capillary  drainage  with  gauze  is 
sometimes  more  convenient  than  drainage  with  the  tube. 
A  strip,  about  2  inches  in  width,  of  several  layers  of 
gauze  should  be  carried,  from  the  part  of  the  pelvis  to  be 
drained,  out  through  the  lower  angle  of  the  abdominal 
incision.  When  the  sutures  are  introduced  the  lower 
angle  of  the  incision  should  not  be  too  tightly  closed, 
or  drainage  will  be  impeded.  The  extra-abdominal  end 
of  the  jrauze  drain  should  be  surrounded  and  covered  bv 
several  layers  of  loosely-packed  gauze  and  by  the  abdom- 
inal pad  and  binder.  Sterile  cotton  should  be  tucked 
under  the  binder  immediately  above  the  pubis,  and,  if 
necessary,  around  the  upper  and  lateral  margins  of  the 
pad.  The  dressing  need  not  be  disturbed  for  one,  two, 
or  three  days,  unless  the  discharge  has  soaked  through 
the  abdominal  binder. 

A  convenient  capillary  drain  is  made  of  a  gauze  bag 
containing  several  strips  of  gauze. 

One  objection  to  the  gauze  drain  is  the  difficulty  of  re- 
moval. Lymph-processes  and  granulations  penetrate  the 
interstices  of  the  gauze,  and  often  render  its  removal  very 
difTicull.  The  surgeon  fears  to  use  too  much  force  in  at- 
tempts at  withdrawal,  because  an  adherent  loop  of  intes- 
tine or  the  omentum  may  l)e  pulled  out  of  place  or  dam- 
aged, or  the  lymph-wall  of  the  drainage-tract  may  become 
opened  and  expose  the  general  peritoneum  to  infection. 
To  avoid  this  difficulty  the  writer  has  for  some  time  em- 
ployed a  drain  made  by  surrounding  the  gauze  bag  with 
an  ordinary  rubber  condom  the  end  of  which  has  been 
cut  open  (Fig.  200).  With  this  arrangement  the  surgeon 
may  feel  certain  that  there  are  no  adhesions  except  at  the 
end  of  the  drain.  Such  drains  may  l)e  removed  as  easily 
as  the  glass  tube.  The  condom  may  be  sterilized  by  boil- 
ing. Oauze  drains  should  be  removed  at  the  end  of  two 
or  three  davs.  After  withdrawing:  the  <j;auze  it  is  ad  vis- 
able  to  insert  a  small  rubber  tube,  for  reasons  that  have 
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been  uieiitioiied  in  considering  the  use  of  the  glass  drain-  ] 
age-tube, 

Tlie  gauze  drain  may  be  used  iu  all  cases  except  wbei 
it  is  necessary  to  drain  pus  or  some  solid  material  like  j 
feces.     In  such  cases  the  glass  tube  should  be  euiployed, 
either  alone  or  surrounded  by  a  gauze  pack  to  protect  the 
general  peritoneum. 

In  pelvic  surgery  the  drain,  whether  glass  or  gauze, 
should,  as  a  rule,  be  placed  at  the  most  dependent  part 
of  the  pelvis,  which  is  the  bottom  of  Douglas's  pouch. 


It  may  be  placed  to  either  side  of  the  median  line  in  case 
the  chief  discharge  is  expected  to  take  place  from  this 
position.  Hemorrhagi'  from  a  bleeding  surface  deep  iu 
the  ijelvis  may  often  be  controlled  by  the  direct  pressure 
of  the  end  of  the  gauze  drain  placed  over  it. 

The  drain  should  be  introduced  immediately  before  the 
abdominal  sutures  are  lied. 

Indications  for  Drainage. — Great  di\ersity  of  prac- 
tice exists  among  operators  as  to  the  use  of  drainage 
after  celiotomy.  A  few  use  it  in  the  majority  of  iheir 
cases;  others  use  it  but  little  if  at  all.  Mnch  depends 
upon  the  individual  methods  of  the  operator.  The 
operator  who  is  careless  in   his  asepsis   and   heuiostasis 


lostasis  J 
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should  use  drainage  oftener  than  he  who  is  careful  in 
these  particulars.  The  advice,  "  When  in  doubt  drain," 
is  ver\  good;  but  the  surgeon  should  strive  to  eliminate 
the  element  of  doubt  as  much  as  possible,  and  to  have  a 
definite  reason  for  all  his  procedures.  If  drainage  is  not 
necessary,  it  is  harmful.  It  necessitates  more  frequent 
dressings  and  disturbance  of  the  patient,  and  it  prevents 
perfect  closure  of  the  abdominal  incision. 

The  object  of  drainage  is  the  removal  from  the  perito- 
neum of  discharges  which  are,  or  which  may  become, 
septic  or  dangerous.  Such  discharges  are  blood,  pus, 
serum,  cyst-contents,  and  ascitic  fluid. 

Even  thouj^Ii  the  peritoneum  be  dr\"  and  all  bleeding 
be  arrested  when  the  operation  is  completed,  yet  it  must 
be  remembered  that  a  subsequent  free  serous  exudation 
will  take  place  if  the  p>eritoneum  has  been  exposed  or 
subjected  to  cheuiical  or  mechanical  irritation. 

Infection  may  take  p'ace  from  imj^rfect  asepsis  at  the 
time  ^^^i  operation:  or  it  may  be  caused  by  the  escape  into 
the  peritonenin  or"  septic  material  which  existed  in  the 
alxlonien  berore  the  orH:ra:ion:  or  it  mav  occur  siibse- 
quc::*/.\ .  I'roni  the  ivi^sa^^e  or"  septic  organisms  from  the 
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age  with  the  glass  tube  or  with  gauze.  Drainage  euables  ( 
the  operator  to  watch  the  amount  of  hemorrhage  after 
operations,  so  that  if  excessive  he  may  employ  measures 
to  check  it.  Drainage  also  acts  as  a  hemostatic.  The 
direct  pressure  of  the  gauze  upon  the  bleeding  area 
checks  the  hemorrhage,  and  the  continual  removal  of 
blood,  the  promotion  of  dryness,  and  the  contact  of  air 
through  the  glass  tube  have  a  decided  hemostatic  effect. 

Drainage,  therefore,  is  sometimes  used  not  only  to  re- 
move blood,  but  to  aid  in  arresting  hemorrhage.  As  the 
operator  becomes  more  experienced  he  practises  more  per- 
fect hemostasis,  and  learns  to  obliterate  by  buried  suture, 
to  fold  in,  or  to  cover  with  peritoneum  raw  bleeding  sur- 
faces, so  that  drainage  as  a  means  of  hemostasis  is  less 
often  required.  If  the  operator  fears  that  the  peritoneum 
has  become  infected  from  imperfect  asepsis  at  the  opera- 
tion, or  from  the  escape  into  it  of  some  septic  material 
like  pus,  he  should  employ  drainage,  especially  if  he 
expects  much  subsequent  serous  or  bloody  discharge  to 
take  place. 

If  the  intestinal  wall  has  been  extensively  injured,  as 
we  sometimes  find  after  an  adherent  intestine  has  been 
liberated,  drainage  should  be  employed;  for  septic  organ- 
isms most  readily  pass  through  such  an  injured  wall,  and 
the  damage  may  be  so  great  that  necrosis  may  take  place, 
with  the  escape  of  intestinal  contents.  It  must  be  re- 
membered that  all  purulent  accumulations  in  the  abdo- 
men and  pelvis  are  not  septic.  Such  accumulations 
were  septic  in  the  beginning,  but  in  the  majority  of 
chronic  cases  the  septic  organisms  have  died  and  dis- 
appeared, and  the  pus  is  perfectly  sterile  and  harmless  to 
the  peritoneum.  Con.sequeutly,  if  an  ovarian  or  a  tubal 
abscess  ruptnres  during  removal,  and  the  contents  escape 
into  the  peritoneum,  drainage  is  not  necessarily  required. 
For  the  past  three  years  the  writer  has  in  such  cases  had 
immediate  bacteriological  e.vamtnation  of  the  pus  made, 
and  has  determined  drainage  from  the  result  of  such  ex- 
amination.     In  the  majority  of  cases  the  pus  has  been 
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Sterile  and  drainage  has  not  been  employed.  It  has  been 
found,  as  would  be  expected,  that  the  pus  is  most  often 
septic  in  the  cases  of  recent  suppuration  and  in  the 
chronic  cases  during  an  acute  attack.  Experience  also 
teaches  that  suppurating  dermoids  are  very  likely  to  be 
septic. 

It  will  be  seen  from  these  considerations  that  in  deter- 
mining the  question  of  drainage  much  must  be  left  to  the 
judgment  and  the  experience  of  the  operator. 

If  an  aseptic  operation  has  been  performed,  and  there 
is  no  intestinal  lesion  and  hemostasis  is  perfect,  drainage 
is  not  required.  This  condition  of  things  is,  of  course, 
most  often  attained  by  the  experienced  operator.  If  the 
operator  fears  septic  infection  for  any  reason,  or  fears  that 
the  hemostasis  is  not  good,  he  should  employ  drainage. 

When  general  peritoneal  sepsis  exists  before  the  abdo- 
men is  opened,  drainage  is  always  indicated. 

The  Incision  of  the  Abdominal  Wall. — The  vari- 
ous abdominal  operations  of  gynecology  are  performed 
through  an  incision  in  the  median  line.  The  position  of 
the  incision  depends  upon  the  condition  to  be  treated. 
The  incision  for  performing  ventro-suspension  of  the 
uterus  is  made  near  to  the  symphysis  pubis.  The  incis- 
ion for  the  removal  of  a  large  cyst  is  made  at  a  higher 
point.  As  a  rule,  the  incision,  about  2  or  2^^  inches  in 
leiii^^th,  slunild  be  made  about  midway  between  the  um- 
bilious  and  the  pubis,  and  should  be  extended  upward  or 
downward  as  necessarv.  The  incision  should  be  as  small 
as  the  operator  can  conveniently  work  through.  He 
should  not  hesitate  to  enlarge  the  incision  to  facilitate 
any  manipulations.  The  len,i;th  will  depend  a  good  deal 
upon  the  thickness  of  the  abdominal  walls. 

The  structures  that  are  incised  are  the  skin,  the  sub- 
cutaneous fat,  the  parietal  fascia,  the  linea  alba  or  the 
edge  of  the  rectus  muscle,  the  subperitoneal  fat,  and  the 
perit(meum. 

If  the  incision  is  made  exactly  in  the  median  line,  the 
linea  alba  will   be  divided  and  the  sheath  of  the  rectus 
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will  nol  be  opened.  This  is  most  usual  iu  miiiti parous 
women  with  lax  abdominal  walls  and  widely  separated 
recti  muscles,  and  in  cases  in  which  the  abdomen  is  dis- 
tended by  a  tumor.  If  the  sheath  of  the  rectus  is  opened, 
the  muscle  will  be  exposed,  and  the  linea  alba  should 
be  sought  on  the  side  «pon  which  the  fascia  fails  to 
retract. 

If  the  linea  alba  cannot  readily  be  found,  the  incision 
should  be  carried  directly  through  the  muscle.  Some 
operators  consider  it  an  advantage,  in  obtaining  subse- 
qnent  firm  union,  to  expose  the  muscle  in  this  way. 
Wlien  tlie  subperitoneal  fat  is  reached,  it  should  be  torn 
and  pushed  aside  with  the  blunt  closed  forceps  or  with  the 
fingers. 

The  peritoneum  should  be  caught  with  forceps  and 
drawn  forward.  The  assistant  should  catch  the  perito- 
neum with  a  second  pair  of  forceps  at  a  point  about  )^  or 
Yi  inch  to  the  side  of  the  first  pair,  and  the  small  fold 
of  peritoneum  thus  produced  should  be  incised  with  the 
knife.  As  soon  as  the  smallest  opening  is  made  in  the 
peritoneum  the  air  rushes  iu  and  the  intestines  and  omen- 
tum fall  back.  The  opening  is  then  enlarged  with  the 
knife  or  scissors. 

The  greatest  care  must  be  exercised  in  those  cases  in 
which  the  omentum  or  the  intestines  are  adherent  to  the 
anterior  abdominal  wall.  The  experienced  operator  nsn- 
ally  observes  indications  of  such  a  condition  as  soon  as 
he  has  passed  through  the  linea  alba.  The  tissues  are 
more  rigid  and  unyielding  than  normal,  and  the  perito- 
neum cannot  be  readily  picked  up  with  the  forceps.  In 
such  cases  the  operator  should  proceed  very  slowly,  and 
if  necessary  should  enlarge  the  outer  incision  and  enter 
the  peritoneum  at  a  point  above  or  below  the  area  of 
adhesion. 

E^cploration  of  the  Abdomen.— Having  opened  the 
peritoneum,  the  operator  should  insert  two  fingers  (the 
middle  and  the  index  finger  of  the  left  hand)  and  should 
carefully  examine  the  condition  to  be  treated. 
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If  necessar>\  he  should  retract  the  edges  of  the  incision^ 
and  should  place  the  patient  in  the  Trendelenburg  posi- 
tion, in  order  to  make  an  ocular  examination. 

It  is  always  advisable  to  make  a  preliminary*  investiga- 
tion of  this  kind  before  proceeding  with  the  operation. 
In  this  way  the  diagnosis  will  be  corrected  and  complica- 
tions which  must  be  treated  will  be  determined.  It  mav 
be  found  that  what  was  thought  to  be  a  cyst  is  in  reality 
a  uterine  fibroid  or  perhaps  a  normal  pregnanc\';  or  the 
sur<;eon  may  discover  a  hopeless  condition,  such  as  ex- 
tensive cancer  or  peritoneal  papilloma,  for  which  further 
operation  wili  be  useless. 

Protection  of  the  Intestines  and  Omentum. — Dur- 
\\v^  all  man:pu!atioi:s  within  the  abdomen  the  perito- 
nc;::n,  intestines,  and  omentum  should  be  handled  most 
gently.  I::;::r>-  of  the  peritoneum  increases  the  danger 
of  siiock.  seDs:>.  and  intestinal  adhesions.  The  intes- 
tin-vTS  s::o'.:' i  never  be  allowed  to  protrude  through  the 
abd"»:n:ndl  :::c:>:on  v.n'ess  ::  is  necessarv"  for  the  Derform- 
ancc  •:•:"  t::e  •  :<r.~.::on.     Stich  a  necessirv  rarelv.  if  ever, 
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be  cleaned  and  dried  before  the  abdominal  incision  is 
closed.  This  is  done  by  sponging  and  by  irrigation  with 
warm  sterile  water  or  with  normal  salt-solution.  The 
sponging  should  be  performed  with  great  gentleness,  to 
avoid  peritoneal  irritation.  There  are  several  regions 
in  which  fluids  and  blood-clots  are  most  likely  to  collect, 
and  which  therefore  demand  especial  inspection. 

The  chief  of  these  regions  is  the  hollow  of  the  sacrum, 
or  Douglas's  pouch.  Fluids  also  collect  on  the  anterior 
surface  of  the  broad  ligaments  and  in  the  rena!  hollows. 

If  but  little  fluid  has  escaped  into  the  abdomen,  and 
the  field  of  operation  has  been  confined  to  the  pelvis,  we 
need  look  for  accumulations  of  fluid  and  blood  only  in 
Douglas's  pouch  and  in  front  of  the  broad  ligaments. 
If  the  upper  portion  of  the  abdomen  has  been  invaded, 
it  is  advisable  to  inspect  the  renal  hollows. 

Blood-clot  and  fluid  may  be  readily  removed  by  the 
sponge  held  in  the  fingers  or  in  forceps. 

Irrigation  of  the  peritoneum  is  not  often  required.  It 
is  not  necessary  to  flood  the  peritoneum  with  water  in 
order  to  wash  ont  blood-clot,  which  may  be  removed  with 
more  accuracy  by  sponging.  There  is  always  danger, 
in  general  irrigation  of  the  peritoneum,  of  spreading  in-" 
fection. 

Local  washing  of  the  pelvis  is  sometimes  advisable  if 
the  operator  fears  that  the  field  of  operation  lias  been  in- 
fected by  the  escape  of  septic  material.  Such  a  condi- 
tion may  exist  in  operations  for  tubal  or  ovarian  abscess. 
The  npper  peritoneum  should  be  first  shut  off"  from  the 
pelvic  cavity  with  a  wall  of  gauze  sponges.  This  may 
be  readily  done  while  the  patient  is  in  the  Trendelenburg 
position.  She  should  (hen  be  placed  in  the  horizontal 
position,  while  the  operator,  with  the  left  hand  pressed 
against  the  wall  of  pads,  prevents  the  intestines  entering 
the  pelvis.  The  abdominal  incision  should  be  held  open 
with  retractors,  and  the  sterile  irrigating  fluid  should  be 
poured  in  from  a  flask  or  a  pitcher.  The  temperature 
of  the  fluid  should  be  ioo**-ii5°  F.     The  fluid  may  be 


476      A   TEXT- BOOK  OF  DISEASES  OF  WOMEN, 

removed  by  sponging,  and  washing  may  be  repeated  as 
often  as  necessary. 

In  septic  cases  the  writer  has  frequently  performed  such 
local  washing  with  a  bichloride  solution  (i  :  2000  or  i  : 
4000),  followed  by  irrigation  with  plain  water. 

If  the  patient  is  horizontal  and  the  gauze  pads  be 
properly  placed,  there  is  no  danger  of  any  of  the  fluid 
entering  the  upper  peritoneal  cavity. 

Closing  the  Abdominal  Incision.— A  variety  of 
methods  have  been  introduced  for  closing  the  abdominal 
incision.  The  simplest  method,  that  is  applicable  to  all 
cases,  is  the  interrupted  mass-suture,  or  the  '*through- 
and-through ''  suture.  This  suture  passes  through  all 
the  structures  of  the  abdominal  wall  (Fig.  201).     Some 
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Fig.   201. — The  mass-suture  for  closing  the  abdominal  incision:   5",  skin;  /% 

fascia ;  J/,  muscle ;   /*,  peritoneum. 

operators  advise  passing  the  suture  to,  but  not  through, 
the  peritoneniii.  The  writer  includes  the  edge  of  the 
pcritonenni  in  tlie  suture.  These  sutures  should  be  placed 
two  or  three  to  the  inch,  according  to  the  thickness  of 
the  abdominal  wall. 

Care  should  l)c  taken  to  include  all  the  structures  in 
the  embrace  of  the  suture.  A  carelessly  applied  suture 
sometimes  fails  to  include  the  retracted  fascia  and  muscle. 
The  needle  should  first  be  directed  outward  and  then  in- 
ward as  it  passes  throuj^li  the  abdominal  wall.  It  should 
not  pass  directly  through,  parallel  to  the  sagittal  plane 
of  the  incision.  Thus  when  the  suture  is  tied  it  forms 
approximately  a  circle,  and  the  structures  included  in 
it  are  brought  into  a  plane  of  apposition. 

A  long  straight  needle  with  a  spear-point  is  conveni- 
ent for  introducing  the  mass-suture.     A  gauze  sponge 
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should  be  placed  beneath  the  incision  as  the  sutures  are 
introduced,  to  prevent  injury  of  the  intestiues  and  the 
escape  of  blood  into  the  peritoneum.  When  the  pad  is 
removed,  the  omentum,  if  readily  found,  should  be  drawn 
down  behind  the  incision.  Before  each  suture  is  secured 
the  sides  of  the  incision  should  be  drawn  forward  by 
traction  on  the  ends  of  the  suture,  to  ensure  accurate  ap- 
position upon  the  posterior  or  peritoneal  aspect.  If  this 
precaution  is  not  taken,  in  a 
thick  or  rigid  abdominal  wall 
the  cutaneous  aspect  of  the 
incisiou  may  be  brought  into 
accurate  apposition,  while  a 
gap  will  exist  between  the 
more  posterior  structures. 
Such  imperfect  apposition  is 
a  frequent  cause  of  ventral 
hernia.  The  mass-sutures 
should  not  be  removed  for 
two  weeks.  The  early  re- 
moval of  sterile  sutures  is  of 
no  advantage  whatever,  and 
may  cause  ventral  hernia. 
The  writer  often  leaves  them 
in  for  three  weeks. 

After  the  sutures  are  re- 
moved the  incision  should  be 
strapped  with  adhesive  plas- 
ter. 

The  application  of  a  buried  suture  of  catgut  or  of 
silver  wire,  passed  through  the  muscle  and  fascia,  is  a 
useful  addition  to  the  mass-suture  and  an  additional  pre- 
ventive of  hernia. 

Various  methods  of  uniting  the  tissues  by  sutures  in 
separate  layers  are  used.  A  very  good  method  is  to  close 
the  peritoneum  by  a  continuous  suture  of  fine  silk,  then 
to  unite  the  mnscle  and  fascia  by  a  continuous  suture  of 
[  catgut,  and  finally  to  close  the  cutaneous  edge  with  nu 
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interrupted  or  a  continuous  suture  of  silkworm  gut  or 
silk.  The  subcuticular  or  the  intra-cutaneous  suture 
(Fig.   202)  is  very  convenient  for  this  purpose. 

If  the  abdominal  wall  be  fat,  it  is  advisable  to  intro- 
duce a  second  catgut  suture  through  the  subcutaneous  fat. 
When  the  structures  are  united  in  layers,  a  hematoma 
sometimes  forms  between  two  planes  of  suture,  and,  if 
not  absorbed,  the  anterior  portion  of  the  wound  may 
break  down.  This  accident,  which  is  caused  by  hem- 
orrhage after  the  sutures  are  secured,  may  be  prevented 
by  employing,  in  addition  to  the  usual  dressing,  a  com- 
press of  gauze  placed  over  the  incision. 


The  after-treatment  of  celiotomy  is  usually  very  simple. 
A  special  nurse  is  required  for  the  first  three  days.  The 
patient  should  He  upon  her  back  for  the  first  two  or  three 
days;  after  this  she  may  be  moved  partly  upon  either 
side,  and  a  pillow  may  be  placed  behind  her  for  support. 

The  head  may  be  supported  by  one  or  two  pillows. 
Much  comfort  is  experienced  by  raising  the  knees  over 
pillows.  The  patient  often  complains  bitterly  of  back- 
ache, which  may  be  relieved  by  slipping  a  folded  sheet  or 
towel  under  the  small  of  the  back. 

Thirst  is  always  present  after  celiotomy,  and  is  usually 
the  symptom  of  which  the  patient  complains  the  most. 
There  is  much  diversity  of  practice  in  regard  to  the  ad- 
ministration of  water  after  celiotomy.  The  writer  allows 
no  water  during  the  first  twenty-four  hours.  Dnring  this 
time  the  lips  and  mouth  are  frequently  moistened  with 
a  cloth  wet  in  cold  water  or  wrapped  about  a  piece  of  ice. 
At  the  end  of  twenty-four  hours  small  quantities  of  hot 
water  or  cold  soda-water  (i  dram)  are  given  every  fifteen 
minutes  or  half  hour,  and  gradually  increased  as  it  is 
found  to  be  retained  by  the  stomach.  Hot  water  relieves 
thirst  as  well,  and  is  not  .so  likely  to  cause  vomiting,  as 
cold  water. 

The  chief  objection  to  the  early  administration  of  water 
after  celiotomy  is  that  it  may  cause  vomiting.  Some 
operators  avoid  this  by  administering  the  water  by  the 
rectum. 

Another  reason,  more  or  less  theoretical,  for  withhold- 
ing water  is  that  the  absorbing  power  of  the  peritoneum 
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is  greatest  when  the  tissues  of  the  body  contain  a  deficient 
amount  of  water. 

Pain  after  celiotomy  seems  to  bear  no  relation  whatever 
to  the  amount  of  traumatism  that  has  been  inflicted. 
More  discomfort  may  be  experienced  after  ventro-suspen- 
sion  of  the  uterus  than  after  a  hysterectomy.  In  opera- 
tions upon  the  generative  organs  the  chief  seat  of  pain  is 
in  the  region  of  the  sacrum.  Pain  is  also  felt  in  the  ova- 
rian region  and  in  the  abdominal  incision.  The  pain 
begins  to  abate  after  the  first  fifteen  or  twenty  hours. 
Opium  should  not  be  administered  unless  it  is  absolutely 
necessary  to  allay  nervous  excitement  in  a  cowardly  wom- 
an. In  such  a  case  a  small  dose  (gr.  \)  of  morphine  may 
be  administered  hypodermically. 

The  writer  rarely  finds  it  necessary  to  administer  an 
anodyne.  Most  patients  are  able  to  endure  the  pain  if 
they  are  properly  encouraged  by  the  physician  and  the 
nurse. 

There  are  several  objections  to  the  administration  of 
opium.  It  increases  the  thirst  and  it  diminishes  the 
functional  activity  of  the  gastro-intestinal  tract.  It  re- 
tards the  passage  of  flatus  by  the  rectum  and  causes  tym- 
panites,  and  it  increases  the  difficulty  of  moving  the 
bowels.  It  obscures  and  delays  the  recognition  of  symp- 
toms that  may  demand  immediate  treatment.  The  pa- 
tient who  has  liad  no  opium  is  more  comfortable  at  the 
end  of  three  or  four  davs  after  celiotomv  than  one  to 
whom  it  has  been  given. 

The  patient  should  be  encouraged  to  pass  water  volun- 
tarily. The  application  of  hot  moist  cloths  to  the  ex- 
ternal genitals  sometimes  facilitates  urination.  In  many 
cases  the  use  of  the  catheter  is  never  necessary.  If  the 
urine  is  not  voided  about  every  eight  hours,  it  should  be 
drawn  with  the  catheter.  Catheterization  should  be  done 
with  strict  attention  to  asepsis.  The  former  frequency 
of  cystitis  from  the  improper  use  of  the  catheter  has 
already  been  referred  to.  Catheterization  should  never 
be  performed  under  any  circumstances  by  the  aid  of  the 
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tactile  sense  alone.    The  nurse  should  always  see  what  she  | 
is  doing.     The  catheter — metal,  glass,  or  preferably  soft 
rubber — should  be  sterilized  by  boiling,   and  should  be 
preserved  in  a   i  ;  20  solution  of  carbolic  acid. 

The  catheter  may  be  lubricated  with  sterilized  oil  or 
glycerin.  The  labia  should  be  separated,  and  the  vesti- 
bule and  the  external  meatus  should  be  wiped  off  with  a 
solution  of  bichloride  of  mercury  (i  :  aooo). 

After  the  catheter  has  been  used  once  it  should  be 
thoroughly  cleansed,  inside  and  out,  and  sterilized  by 
boiling  before  being  replaced  in  the  carbolic  solution. 

The  secretion  of  urine  is  always  diminished  for  a  few 
days  after  celiotomy,  probably  on  account  of  the  re- 
stricted ingestion  of  fluids.  The  writer  has  found  the 
average  secretion  in  111  cases  of  celiotomy  to  be,  during 
the  first  twenty-four  hours,  13.4  ounces;  during  the 
second  twenty-four  hours,  14.6  ounces;  during  the  third 
twenty-four  hours,  19.6  ounces. 

Food  is  usually  first  administered  at  the  end  of  forty- 
ei'jht  hours.  If  the  patient  be  feeble,  nntriment  may  be 
given  by  the  mouth  or  the  rectum  before  this  time.  The 
patient  may  have  any  easily  digested  food  that  she  wishes, 
such  as  buttermilk,  soup,  beef-tea,  milk  or  milk  and 
lime-water,  soft-boiled  egg,  etc.  The  food  should  be 
given  frequently  in  small  quantities.  Buttermilk  is  one 
of  the  best  foods  with  which  to  begin.  It  gratifies  thirst 
and  is  more  readily  digested  than  milk.  Half  an  ounce 
to  an  ounce  may  be  given  ever\'  hour  until  the  retentive 
power  of  the  stomach  is  determined. 

The  bowels  should  be  moved  at  the  end  of  forty-eight 
or  seventy-two  hours.  If  the  patient  is  uncomfortable 
and  is  unable  to  pass  flatus  freely,  or  if  there  is  any  ab- 
dominal distention,  the  purgative  should  be  administered 
at  the  earlier  time  (forty-eight  hours).  If  she  is  comfort- 
able and  passes  flatus  easily,  she  may  wait  for  three  days, 
Pnrgation  is  most  readily  produced  with  Rochelle  salts, 
given,  in  doses  of  '/i  dram  in  about  3  or  4  ounces  of 
water  or  soda-water,  every  hour.     After  the  patient  has 
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taken  five  or  six  doses  she  usually  feels  the  inclination  to 
have  a  movement.  If  she  is  unable  to  accomplish  this, 
she  may  be  assisted  with  a  rectal  injection  of  i  pint  of 
soap  and  water  and  2  drams  of  turpentine.  The  bowels 
should  be  moved  at  least  once  in  every  forty-eight  hours 
during  the  remainder  of  the  convalescence. 

Sometimes  the  bowels  are  more  difficult  to  move,  and 
it  is  necessary  to  repeat  the  rectal  injection  at  intervals 
of  two  or  three  hours  until  a  good  movement  is  produced. 
If  the  Rochelle  salts  are  not  retained  or  if  they  fail  to 
act,  I  grain  of  calomel  may  be  administered  every  hour 
for  five  or  six  hours. 

If  the  patient  does  well,  vomiting  does  not  often  occur 
after  the  first  twenty-four  hours,  when  the  effects  of  the 
ether  have  passed  off".  When  vomiting  occurs  later  than 
this,  it  is  usually  accompanied  by  abdominal  distention 
and  general  abdominal  pain.  It  is  then  an  alarming 
symptom,  and  may  indicate  the  onset  of  intestinal  par- 
alysis and  general  peritonitis. 

This  group  of  symptoms  (vomiting,  general  abdominal 
pain,  and  distention)  demands  immediate  treatment.  A 
hot  mustard  plaster  or  a  turpentine  stupe  should  be  placed 
over  the  epigastrium,  and  an  enema  of  i  pint  of  water 
and  y*  ounce  of  turpentine  should  be  administered,  and 
should  be  repeated  every  three  or  four  hours  until  a  fecal 
movement  occurs  and  flatus  is  freely  discharged.  At  the 
same  time  Rochelle  salts  should  be  administered,  or, 
if  there  is  persistent  vomiting,  i-grain  doses  of  calomel. 
The  escape  of  flatus  may  be  assisted  by  inserting  a  rectal 
tube.  In  case  of  moderate  distention  or  of  intestinal 
pain  from  inability  to  pass  flatus,  the  insertion  in  the 
anus  of  the  ordinarv  rectal  nozzle  of  the  syrinee  will 
usually  give  relief  If  this  is  not  sufficient,  the  long 
rectal  tube  or  a  large  rubber  catheter  should  be  intro- 
duced. It  should  be  well  greased  and  passed  slowly  into 
the  rectum  for  a  distance  of  10  or  12  inches. 

The  patient  is  sometimes  able  to  pass  flatus  when  upon 
her  side,  though  she  may  not  be  able  to  do  so  upon  her 
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back.  Inability  to  pass  flatus  is  not  necessarily  a  sign  of 
peritonitis  or  intestinal  paralysis.  It  may  be  caused  by 
the  unaccustomed  position,  or  pain  or  nervousness  may 
prevent  the  woman  relaxing  the  sphincter  ani. 

If  the  vomiting  persists  and  becomes  bilious,  relief  is 
sometimes  obtained  by  thoroughly  washing  out  the 
stomach  through  the  stomach-tube. 

The  internal  administration  of  medicines — except  the 
purgatives  already  mentioned — is  of  little  use  in  vomit- 
ing of  this  character. 

The  pulse  after  celiotomy  usually  remains  below  100. 
It  often,  however,  reaches  115  or  120,  and  sometimes 
higher,  in  patients  who  have  a  favorable  convalescence. 
A  rapid  pulse  unaccompanied  by  unfavorable  abdominal 
symptoms  often  indicates  some  heart-trouble. 

A  pulse  of  over  120  accompanied  by  abdominal  disten- 
tion and  vomiting  should  always  excite  alarm. 

Strychnine  and  digitalis,  administered  hypodermically, 
are  the  most  useful  medicines  for  strengthening  the  heart 
and  diminishing  the  rapidity  of  the  pulse.  They  should 
be  given  in  large  doses — ^^  of  a  grain  of  strychnine  ever>' 
three  or  four  hours,  and  10  minims  of  tincture  of  digitalis 
at  similar  intervals. 

Hypodermic  injections  of  strychnine  are  most  useful 
for  shock  after  celiotomy.  This  drug  may  be  exhibited 
until  the  physiological  action — twitching  or  jerking  of  the 
muscles — is  observed.  The  writer  has  administered  be- 
tween I  and  2  grains  during  the  first  twenty-four  hours 
after  celiotomy,  with  recovery. 

The  temperature  after  celiotomy  runs  no  regular  course. 
It  usually  remains  below  102^  F.  A  greater  elevation  of 
temperature  than  this  may  occur  during  a  favorable  con- 
valescence; and,  on  the  other  hand,  a  fatal  termination 
may  take  place  when  the  temperature  remains  lower. 
The  maximum  temperature  is  usually  observed  about 
the  second  or  third  dav. 

The  temperature  often  rises  on  account  of  very  trivial 
causes.     It  may  go  up  one  or  two  degrees  if  the  patient 
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should  become  constipated,  and  will  drop  as  soon  as  a 
free  fecal  movement  has  taken  place. 

The  comfort  of  the  patient  is  much  increased  by 
sponging  the  arms  and  legs  with  tepid  water.  The  nurse 
sliould  be  instnicted  to  sponge  the  patient  in  this  way 
whenever  the  temperature  reaches  102°  F. 


Flc,  203. — ComposiW  tcm]>tratute- chart  of  a  serie":  of  150  siicocssful  ciiies 
of  CflinlDiny :  average  lempcralures,  pulses,  and  respirations  for  Iwo  weeks  after 
operation. 

The  patient  should  maintain  the  recumbent  posture  for 
three  weeks  after  celiotomy.  She  may  then  sit  up  in 
bed  for  two  or  three  days,  and  if  then  sufficiently  strong, 
she  may  leave  the  bed. 

Too  great  haste  in  getting  np  may  result  in  ventral 
lieniia.     The  incision  should  be  strapped  with  adhesive 
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plaster  for  five  or  six  weeks  after  operation,  and  the  wom- 
an sliotild  wear  some  simple  form  of  abdominal  binder  for 
tile  following  six  months,  or  for  a  year  if  the  incision  be 
large.  She  should  be  warned  against  resnniing  hard 
work,  involving  lifting  or  other  abdominal  strain,  for  sev- 
eral months  after  operation.  She  shonld  be  told  of  the 
possibility  of  ventral  hernia,  and  advised  to  return  im- 
mediately for  treatment  shonid  this  condition  appear. 

The  usual  causes  of  death  after  celiotomy  are  perito- 
nitis and  hemorrhage.  The  frequency  of  hemorrhage  as 
a  canse  of  death  is  often  overlooked.  The  writer  feels  con- 
fident that  many  deaths  which,  without  post-mortem  ex- 
amination, are  attributed  to  peritonitis,  are  really  caused 
by  hemorrhage.  Without  donbt,  peritonitis  and  hemor- 
rhage often  occur  together;  the  blood  that  escapes  into 
the  peritoneal  cavity  may  be  too  great  in  amount  for  ab- 
sorption, and  may  become  septic.  The  source  of  the 
hemorrhage  is  usnally  a  vessel  of  the  pedicle  that  escapes 
from  the  embrace  of  an  imperfectly  applied  ligature. 
This  accident  should  not  happen  if  the  operator  is  careful 
to  see  that  liemostasis  is  perfect  before  the  abdomen  is 
closed.  Bloody  oozing  from  a  surface  of  adhesion  is  not 
sufficient  to  cause  death,  and  may  be  removed  by  drain- 
age; the  fatal  hemorrhage  comes  from  an  arterial  vessel 
that  has  slipped  from  its  ligature.  All  ligatured  vessels 
should  be  finally  inspected  immediately  before  the  abdo- 
men is  closed.  If  a  stump  is  not  perfectly  dry,  a  rein- 
forcing ligature  should  be  applied.  Care  in  this  particular 
will  save  much  5ub.sequent  anxiety.  If  the  operator 
knows  that  his  ligatures  have  been  securely  applied,  he 
can  exclude  the  possibility  of  hemorrhage  in  case  alarm- 
ing symptoms  should  arise. 

If  the  symptoms  of  the  patient  after  celiotomy  indicate 
hemorrhage,  the  abdomen  must  be  reopened  and  the 
bleeding  vessels  secured. 

The  causes  of  peritonitis  after  celiotomy  have  already 
been  discussed. 

The  common  symptoms  are  rapid  pulse,  alHli.miiii.il  'li-- 
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tention  and  pain  with  inability  to  pass  flatus  or  feces,  and 
vomiting,  which  may  finally  become  stercoraceous.  The 
temperature  is  usually  elevated,  though  it  may  remain 
normal  or  subnormal.  Auscultation  of  the  abdomen  re- 
veals total  absence  of  all  peristaltic  sounds.  If  these 
symptoms  are  not  arrested  by  the  use  of  purgatives,  tur- 
pentine enemata,  and  the  rectal  tube,  it  is  probable  that 
the  result  will  be  fatal.  Death  usually  occurs  on  the 
third  day. 

The  mortality  after  celiotomy  depends  upon  the  con- 
dition to  be  treated,  the  skill  of  the  operator,  and  the 
environment  of  the  operation.  Some  operations,  like 
ventro-suspension  of  the  uterus,  are  attended  by  no  mor- 
tality. The  average  mortality  after  celiotomy  for  large 
numbers  of  gynecological  cases  of  all  kinds,  in  the  hands 
of  experienced  operators  with  good  operative  surround- 
ings, is  about  5  per  cent. 


CHAPTER   XLII. 

THE    SPECIAL    TECHNIQUE  OF    OPERATIONS    UPON 
THE  UTERUS  AND  THE  UTERINE  APPENDAQES. 


A  THOROUGH  knowledge  of  the  anatomical  relations 
of  the  various  structures  in  the  pelvis  is  essential  for  the 
performance  of  the  various  operations  upon  the  uterus 
and  its  appendages. 

A  detailed  description  of  such  anatomical  relations  is 
out  of  place  here.  It  is  especially  important  to  study 
the  distribution  of  the  arterial  supply  and  the  relations 


Fig.  ztH. — Poslcrior  view  of  [he  ulenis,  Ihe  lubes 
liBsmeiiU:   I.P.L.,  iiifundibiilo-pelvic  ligament  ^ 
Ulcnne  artciy-,    £^,  ureter.     The  uleio  aioial   ligaments   nre  seen  on  tach   side 
or  tbc  posterior  aspect  uf  Ihe  cervix. 

of  the  ureters.     Fig.  204  will  refresh  the  memory  upon 
these  points. 

The  ovarian  artery,  which  corresponds  to  the  spermatic 

in  the  male,  is  a  branch  of  the  abdominal  aorta.     It  runs 
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tortuously  between  the  layers  of  the  upper  part  of  the 
broad  ligameiil,  from  the  pelvic  wall  to  the  upper  angle 
of  the  uterus.  Before  reaching  the  uterus  it  divides  into 
two  branches.  The  upper  branch  supplies  the  fundus 
uteri;  the  lower  branch  anastomoses  at  the  side  of  the 
uterus  with  the  uterine  artery. 

During  its  course  iu  the  broad  ligament  the  ovariati 
artery  gives  off  branches  to  the  ampulla  and  the  isthmus 
of  the  Fallopian  tube,  to  the  ovary,  and  to  the  round 
ligament. 

The  uterine  artery  arises  from  ihe  anterior  division  of 


Flil.  205,  — Anlcrior  view  uf  the  uLenis.  ihe  lube',  anrt  ovaries  and  Ihe 
ligamcnU.  'Hie  \i\'Ya  \ax\  nr  tin-  I'laiMer.  tlic  niilcrioi  wuU  of  [lie  v^f^iia,  and 
ihe  peritoneuin  art  the  Biitcrior  aspect  of  liic  liroati  liusments  have  been/e- 
moved.     £/.,  ureier:    C,-*.,  nierine  srleiyi   Q.A.  ovarian  artery  ;  ^./,..  round 

the  internal  iliac,  and  nins  downward  and  inward  toward 
the  cer\'ix  uteri.  The  vessel  is  tortuous,  and  is  loosely 
snpported  by  the  cellular  tissue  at  the  base  of  the  broad 
ligament.  The  lowest  point  which  it  reaches  is  on  a  level 
with  the  external  os  nteri,  and  at  this  point  it  crosses  the 
ureter. 
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At  about  this  point  it  gives  o£F  the  circular  artery  of 
the  cervix,  which  auastouioses  with  its  fellow  of  the  op- 
posite side.  The  uterine  artery  then  passes  upward,  aud 
reaches  the  uterus  near  the  level  of  the  internal  os.  It 
passes  along  the  side  of  the  uterus  in  a  very  tortuous 
manner,  aud  anastomoses  with  the  ovarian  artery. 

The  vatjina]  arteries  usually  arise  from  the  anterior 
division  of  the  internal  iliac  artery.  They  sometimes 
arise  from  the  uterine  or  middle  hemorrhoidal  artery. 

The  ureter  passes  behind  and  beneath  the  uterine 
arter>\  The  uterine  artery  crosses  the  ureter  at  about  tlie 
level  of  llie  external  os  uteri.  At  this  point  the  ureter  is 
I  of  an  inch  distant  from  the  cervix.  The  distance  be- 
tween the  ureter  and  the  artery  at  the  point  of  crossiug 
is  about  ^  of  an  inch.  It  is  important  to  remember  these 
relations  in  applying  a  ligature  to  the  uterine  artery. 

It  must  not  be  forgotten  that  the  anatomical  relations 
are  altered  by  an\'  displacement  of  the  uterus  from  its 
normal  position.  Such  displacement  occi:rs  in  disease  and 
when  the  uterus  is  dragged  upward  or  downward  dnring 
operation. 

In  conditions,  such  as  cancer,  which  are  accompanied 
hy  hypertrophy  of  the  cervix,  the  distance  between  the 
ureter  and  the  cervix  is  much  diminished. 

Removal  of  the  TTterine  Appendages  (Salpingo- 
oophorectomy). — ^This  operation  is  performed  by  liga- 
tiiring  the  ovarian  artery  in  its  course  tlirougli  the  in- 
fuudibnlo-pelvic  ligament  and  at  the  uterine  cornu,  and 
then  excising  the  Fallopian  tube  aud  the  ovar)\ 

The  peritoneum  is  opened,  and  the  index  and  middle 
fingers  of  the  left  hand  are  introduced  into  the  abdomen. 
If  necessary,  the  omentum  is  swept  upward  out  of  the 
pelvis.  The  fundus  uteri  is  sought,  and  the  fingers,  with 
the  palmar  surface  directed  downward,  are  passed  over 
the  posterior  face  of  the  uterus,  and  then  outward  over 
the  posterior  aspect  of  tlie  broad  ligament.  The  ovary 
and  tube  are  palpated,  and  are  lifted  forward  upon  the 

ilmar  aspect  of  the  two  fingers  or  between  the  fingers, 
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perhaps  willi  the  subseqiieiil  assistance  of  the  thumb, 
into  the  abdominal  incision.  The  infiindibulo-pelvic 
ligatiient  is  exposed,  and  is  rendered  tense  by  the  pres- 
sure of  the  fingers  behind  it.  It  will  be  observed  that 
the  upper  edge  of  the  ligament  is  thick,  while  there  is  a 
thin,  sometimes  transparent,  area  below  the  free  edge. 
The  vessels  run  in  the  upper  edge  of  the  ligament,  and  a 
ligature  passed  through  the  thin  area  will  secure  tbem 
(Fig.  206). 


Fig.  106. — Saljiiii;;i'-(>Oiil)i'trclom)-.  On  tlic  riylil  side  ligiilurcs  have  been 
pUccr]  about  ihe  ovatiiui  artery,  .11  the  uterint  horn,  hdiI  at  the  peWic  wall.  On 
the  left  side  the  lube  3.T1A  nvary  have  been  excised  between  such  ligalures.  V 
bleeding  takes  )ilarc  from  ihc  brond  ligamcnl,  ihe  anterior  and  ]K)slcrior  peri- 
toneal aspecl^i  may  be  united  by  aulure. 

The  heavy  silk  carried  in  the  pedicle-needle  should  be 
used.  The  ligature  should  be  placed  sufficieully  near  the 
pelvic  wall  to  permit  complete  excision  of  the  tube  and 
ovary  without  cutting  too  close  to  the  ligature.  The 
broad  ligament  should  then  be  transfixed  by  a  second 
ligature  at  a  point  somewhat  to  the  inside  of  the  first. 
The  second  ligature  should  embrace  the  ovarian  liga- 
ment, the  isthmus  of  the  tube,  and  the  ntenne  end  of 
the  ovarian  artery.  This  ligature  should  be  placed  close 
to  the  uterine  cornu,  in  order  to  permit  complete  ex- 
cision of  the  ovary. 
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The  Fallopian  tube,  the  ovary,  and  tlie  mesosalpinx 
are  then  cut  away  with  the  scissors.  There  is  usually  no 
bleeding  whatever  from  the  unligatured  portion  of  the 
broad  ligament  between  the  two  ligatures,  The  stumps 
should  be  carefully  inspected,  and  any  bleeding  point  in 
the  intervening  portion  of  the  broad  ligament  should  be 
picked  up  and  secured  by  fine  ligature;  or  the  peritoneal 
edges  may  be  united  by  suture. 

It  seems  to  the  writer  that  this  method  of  operating  is 
in  accord  with  the  best  surgical  principles. 

The  vessels  are  secured  in  their  course  by  ligatures 
which  embrace  a  minimum  amount  of  surrounding  tis- 
sue. The  operation  usually  advised,  however,  is  per- 
formed with  the  Tait  knot  (Fig.  207)  or  the  link-ligature 

r(Fig.  208). 


Fig.  307.— The  Tni 


Fig.  208.— The  llnk-ligaiui 


The  ovary  and  the  tube  are  drawn  into  the  abdominal 
I  incision,  and  the  pedicle  formed  by  the  broad  ligament  is 
I  transfixed  with  the  pedicle-needle  carrying  a  double  liga- 
I  ture. 

The  loop  of  the  ligature  is  passed  over  the  tube  and 
I  ovar>'  and  the  Tait  knot  is  tied,  or  the  ligature  is  cut  and 
[  each  half  of  the  pedicle  is  separately  secured,  the  ligature 
r  being  crossed  or  linked  in  the  middle  of  the  stump,  to 
I  prevent  separation. 

The  operators  who  apply  the  ligature  in  this  way  do  so 
[  because  they  fear  hemorrhage  if  every  portion  of  the 
I  broad  ligament  is  not  secured. 

This  fear  is  nnfounded.  The  objections  to  this  form 
I  frf"  ligature,  the  Tait  or  the  link-ligature,  may  be  given  by 
T  the  following  quotation  from  a  former  paper  by  the  writer.' 

"The  Ligalure  in  Oophorccloniy,'"  read  before  ihc  Pliiladdphi 
f  Soigeiy,  Febnury  j,  1^6. 


hia  ALadeniy  . 
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**  The  objections  to  these  ligatures  are:  The  liability  to 
slip;  the  difficulty  or  impossibility  in  some  cases  of  re- 
moving all  the  ovar>'  and  tube;  the  fact  that  the  broad 
ligament  is  puckered  up  and  made  more  tense  than  nor- 
mal, and  may  for  this  reason  cause  subsequent  pain  and 
discomfort;  an  unnecessar>'  amount  of  tissue  is  strangu- 
lated. 

**Most  operators  have  seen  cases,  either  in  their  own 
experience  or  in  the  experience  of  others,  in  which  the 
ligature  has  slipped  from  the  pedicle,  either  during  the 
operation  or  some  days  afterward.  I  think  that  this 
accident,  usually  unrecognized,  is  a  very  common  cause 
of  death  after  oophorectomy.  Tait  speaks  of  a  certain 
number  of  cases  in  his  own  experience  in  which  a  hema- 
toma occurred  in  the  broad  ligament  some  hours  or  days 
after  ojHfration.  He  says,  '  I  cannot  fonn  any  exact  esti- 
mate of  how  many  cases  of  these  operative  hematoceles 
I  have  seen,  but  it  certainly  is  not  less  than  50,  and  is 
more  likely  to  be  70  or  80.' 

*'  It  seems  probable  that  this  accident  is  due  to  the  re- 
traction or  slippin*^  of  the  artery  from  the  embrace  of  the 
Ii<;ature,  while  the  remaining  mass  of  tissue  which 
forms  tlu*  ])e(licle  is  still  retained,  and  the  hemorrhage, 
therefore,  is  confined  to  the  broad  lignment.  I  have  seen 
this  accident  happen  before  the  abdomen  had  been  closed, 
and  have  sought  for  and  li<»;ated  separately  the  retracted 
vessel. 

''Slippin<^  of  the  ligature  is  due  to  the  form  of  the 
mass  of  tissue  which  is  ligated.  The  broad  ligament  is 
drawn  up  into  a  more  or  less  conical  shape,  all  parts  con- 
verging toward  the  ligature,  and  the  ligature  is  really 
placed  at  the  apex  of  a  cone  from  which  it  mav  readily 
slip;  and  the  elastic  artery,  tied  when  upon  the  stretch, 
tends  to  retract  and  escape  from  the  embrace  of  the  liga- 
ture. 

*'The  second  objection  is  the  difficulty  or  impo.ssibility 
of  removing  all  the  ovarv  and  tube.  If  the  broad  li^ra- 
ment  is  ten.se,  as  it  often  is  in  single  women,  or  if  it  is 
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thickened  from  inflammatory  deposit,  it  is  sometimes  im- 
possible to  bring  the  tube  and  ovary  through  the  abdom- 
inal incision  and  to  obtain  a  pedicle  which  may  be  ligated 
so  that  we  may  with  safety  remove  all  of  the  ovary. 
And  it  is  in  just  such  cases  that  it  is  usually  most  desira- 
ble that  all  ovarian  tissue  should  be  removed. 

*'The  third  objection — the  puckering  and  tension  of 
the  broad  ligament — may  be  of  less  importance  than 
those  just  considered.  However,  it  seems  probable  that 
some  of  the  pain  which  women  suffer  after  oophorectomy 
is  due  to  the  traction  and  counter-traction  exerted  by 
different  parts  of  the  broad  ligament  upon  a  sensitive 
cicatrix.  The  broad  ligament  is  pulled  up  from  different 
directions  and  converges  to  the  cicatrix,  which  becomes 
the  point  from  which  the  lines  of  traction  radiate. 

**It  was  thought  that  in  case  of  retroversion  this  ten- 
sion of  the  broad  ligament  would  maintain  the  uterus  in 
place,  the  ligaments  acting  as  guys.  This,  however,  is 
not  true.  Repeated  secondary  operations  have  shown 
that  the  uterus  has  fallen  back  again  to  extreme  retro- 
version, notwithstanding  such  methods  of  ligature  of  the 
broad  ligaments. 

**The  fourth  objection  is  one  which  appeals  to  our 
surgical  sense.  It  is  always  better  surgery  to  ligate 
the  vessel  alone  than  to  include  with  it  a  mass  of  sur- 
rounding tissue." 

If  the  isthmus  of  the  Fallopian  tube  is  diseased,  as  in 
some  cases  of  pyosalpinx,  so  that  it  is  necessary  to  exsect 
the  tube  from  the  uterine  cornu,  the  second  ligature  may 
be  passed  immediately  beneath  the  tube,  including  the 
ovarian  ligament  and  the  ovarian  artery,  but  not  includ- 
ing the  tube;  the  tube  may  then  be  cut  out  by  a  wedge- 
shaped  incision  in  the  horn  of  the  uterus.  In  such  cases, 
however,  if  the  tubal  disease  is  bilateral,  it  is  best  to  re- 
move the  uterus  as  well  as  the  appendages. 

It  is  not  necessar)'  to  place  both  ligatures  before  cut- 
ting away  the  ovary  and  tube.  The  first  ligature  may 
be  placed  about  the   proximal   portion    of    the   ovarian 
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artery,  and  then  the  infundibulo-pelvic  ligament  may  be 
cut,  bleeding  from  the  distal  end  being  controlled  with 
forceps.  This  will  enable  the  operator  readily  to  bring 
the  ovary  and  tube  through  the  incision  and  to  ligate  the 
ovarian  arterv  at  the  uterine  cornu. 

If  adhesions  exist,  they  should  be  broken  with  the 
fingers,  or  tlie  patient  should  be  placed  in  the  Trendelen- 
burg position  and  the  adhesions  should  be  divided  with 
scissors.  The  tube  and  ovary  are  sometimes  completely 
imbedded  in  adliesions,  and  it  is  necessary  to  shell  them 
out  by  careful  work  with  the  fingers.  The  adhesions 
mav  ])e  so  dense  and  the  anatomical  relations  so  altered 
that  it  is  difficult  or  impossible  to  detennine  what  is  ovary 
and  what  is  tube  until  the  mass  is  brought  into  the  abdom- 
inal incision.  In  these  cases  the  experienced  operator  may 
work  by  the  sense  of  touch  alone.  The  inexperienced 
operator  had  better  expose  the  parts  and  obtain  the  as- 
sistance of  visual  examination. 

The  fundus  uteri  can  usually  be  determined,  and  will 
form  a  valuable  landmark.  The  enucleation  is  most 
easily  performed  with  the  fingers.  The  index  and  middle 
finti^ers,  with  the  palmar  surfaces  turned  downward, 
should  be  passed  outward  from  the  posterior  aspect  of  the 
uterus,  and  should  seek  a  plane  along  which  the  struc- 
tures most  readily  separate.  As  a  rule,  adhesions  give 
way  more  easily  than  the  tissues  of  normal  structures. 
Adhesions  should  not  be  roughly  torn:  they  should  be 
pushed  away  from  the  posterior  aspect  of  the  ovary  and 
broad  ligament. 

The  adhesions  between  the  ovary  and  the  broad  liga- 
ment must  be  broken  by  pressure  with  the  fingers  before 
the  ovary  can  readily  be  brought  into  the  abdominal  in- 
cision. 

After  all  other  adhesions  have  been  relieved  it  is  often 
found  that  the  ovary  still  lies  low  in  the  pelvis,  glued  to 
the  posterior  aspect  of  the  broad  ligament.  It  should 
not  be  dragged,  in  this  condition,  into  the  incision,  or 
tlie  broad  ligament  may   be  badly  lacerated.     It  should 
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be  peeled  off  from  the  broad  ligament  and  rolled  up  to 
the  incision. 

After  the  structures  have  been  carefully  examined  and 
the  anatomical  relations  determined  the  ligatures  should 
be  placed  and  the  tube  and  ovary  cut  away.  The  bleed- 
ing from  the  pelvic  adhesions  is  usually  arrested  or  much 
diminished  as  soon  as  the  ovarian  artery  is  ligated.  It  is 
best,  therefore,  to  waste  no  time  in  attempts  to  arrest 
moderate  hemorrhage  until  the  appendages  have  been  re- 
moved. The  pelvis  should  then  be  inspected  and  any 
bleeding  points  secured.  Omental  adhesions  should  be 
ligated,  if  necessary,  as  they  are  divided. 

If  there  is  a  general  oozing  from  the  bed  of  adhesions 
that  cannot  be  controlled  by  ligature,  one  or  two  gauze 
pads  should  be  pressed  over  the  region  and  retained  there 
until  the  abdominal  sutures  have  been  placed.  If  the 
bleeding  continues  notwithstanding  such  sponge-pressure, 
it  may  be  necessary  to  employ  drainage.  The  bleeding 
may  always  be  controlled  by  the  pressure  of  the  end  of 
the  gauze  drain  placed  directly  over  the  raw  surface. 

If  the  operator  is  anxious  to  arrest  menstruation,  he  must 
be  certain  to  remove  all  ovarian  tissue  and  the  Fallopian 
tubes  at  the  uterine  comua.  Sometimes,  after  an  adhe- 
rent ovary  has  been  enucleated,  part  of  the  ovarian 
stroma  remains  glued  to  the  pelvic  wall,  the  posterior 
face  of  the  broad  ligament,  or  some  other  structure. 
These  portions  of  ovary  should  be  carefully  picked 
off  with  the  forceps.  If  the  operator  doubts  the  com- 
plete removal  of  all  ovarian  tissue,  he  should  make  a 
note  to  this  effect  in  the  historv  of  the  case.  Were  this 
always  done,  the  existence  of  a  supernumerary  ovary 
would  not  be  so  often  assumed. 

The  directions  that  have  been  given  here  apply  to  the 
removal  of  tubal  tumors  and  small  cystic  and  solid  tumors 
of  the  ovary.  When  the  ovary  is  removed  there  is  but 
little,  if  any,  advantage  in  leaving  the  corresponding 
Fallopian  tube  in  case  the  tube  on  the  opposite  side  is 
healthy. 
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If  the  patient  is  anxious  for  children,  the  operator 
should  remember  that  conception  is  possible  with  one 
tube  and  one  ovary,  though  they  be  on  opposite  sides. 
If  an  ovarian  tumor  is  removed  independently  of  the 
corresponding  Fallopian  tube,  the  pedicle  of  the  ovary 
should  be  transfixed  and  ligatured  in  two  or  more  masses. 

Removal  of  an  Ovarian  Cyst.— The  removal  of  a 
large  ovarian  cyst  may  be  facilitated  by  preliminar\'  tap- 
ping as  soon  as  the  peritoneum  is  opened,  and  withdrawal 
of  the  fluid  contents.  As  a  general  rule,  this  procedure 
is  advisable  if  the  cyst  is  too  large  to  be  removed  through 
a  3-  or  4-inch  incision.  If,  however,  the  operator  should 
suspect  the  contents  of  the  cyst  to  be  septic,  it  is  safest 
to  enlarge  the  incision  and  to  remove  the  tumor  intact, 
thus  avoiding  infection  of  the  peritoneum.  This  advice 
is  especially  applicable  to  dermoid  cysts.  The  contents 
of  such  cysts  are  very  often  septic.  They  are  thick,  and 
contain  a  large  amount  of  solid  material  which  passes 
with  difficulty  through  the  trocar.  The  walls  of  the  cyst 
are  friable  and  easily  torn,  so  that  the  puncture-wound 
of  the  trocar  becomes  enlarged  and  the  cyst-contents 
escape  around  it;  and,  finally,  the  contents  of  a  dermoid 
are  very  difficult  to  remove  from  the  peritoneum. 

The  dermoid  character  of  a  cyst  may  be  suspected  from 
the  dull  appearance  of  the  walls  and  the  putty-like  feel- 
ing upon  palpation.  They  are  usually  of  small  size,  and 
may  be  removed  bodily  through  an  incision  of  moderate 
extent. 

Everv  tumor  should  be  carefully  examined  before  the 
trocar  is  plunged  into  it.  The  operator  should  make 
certain  by  palpation  that  the  tumor  is  cystic.  The  trocar 
has  been  thrust  into  the  pregnant  uterus,  and  frequently 
into  a  fibroid  tumor.  In  the  case  of  a  fibroid  profuse 
hemorrhage  may  occur  from  such  an  accident.  The 
hemorrhage  may  usually  be  controlled  by  forcing  a  small 
sponge  or  gauze  pack  into  the  puncture  wound.  Before 
tapping  the  cyst  the  operator  should  pass  his  hand  around 
it  and  determine  the  position  and  character  of  adhesions. 
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Small  cysts  about  the  size  of  a  child's  head  may  be 
tapped  with  the  small  trocar.  The  larger  instalment  is 
used  ill  cysts  of  greater  size. 

In  a  miiltilociilar  cyst  the  largest  locuhis  should  be 
tapped  first-  Sponges  should  be  placed  in  the  abdomen 
around  the  point  selected  for  puncture.  An  incision 
about  half  an  inch  in  length  should  be  made  through  the 
outer  coat  of  the  cyst,  and  the  trocar  should  then  be  in- 
troduced. As  the  fluid  escapes  through  the  trocar  and 
the  rubber  tube  into  a  vessel  at  the  side  of  the  table,  and 
as  the  cyst  becomes  flaccid,  the  wall  of  the  cyst  near  the 
trocar  should  be  seized  with  large  forceps.  As  the  tumor 
diminishes  in  size  it  should  be  dragged  through  the  ab- 
dominal incision.  This  procedure  should  not  be  done 
quickly  or  roughly,  or  adherent  intestines  may  be  torn, 
and  bleeding  from  omental  adhesions  may  escape  detec- 
tion. 

As  the  cyst  is  drawn  out  the  surface  should  be  exam- 
ined and  adhesions  should  be  separated,  and  ligatured,  if 
necessary,  as  they  appear.  Omental  adhesions  usually 
require  ligature.  The  bleeding  from  omental  vessels  is 
often  profuse  and  is  not  arrested  spontaneously.  An  ad- 
herent omentum  should  be  ligatured  with  medium-sized 
silk  in  small  sections,  not  in  one  mass,  before  it  is  cut 
away  from  the  tumor. 

The  intestine  is  sometimes  so  adherent  to  the  surface 
of  the  tumor  that  it  cannot  be  separated  without  serious 
danger  to  the  intestinal  wall.  In  such  a  case  it  is  best 
to  cut  out  the  adherent  portion  of  the  outer  wall  of  the 
tumor  and  leave  it  glued  to  the  intestine.  If  there  is 
bleeding  from  the  raw  surface,  it  may  be  checked  by 
folding  in  the  bleeding  area  with  silk  suture. 

While  the  operator  is  dealing  with  the  adhesions  the 
assistant  should  see  that  the  opening  in  the  cyst  is  kept 
in  a  dependent  position  and  that  cyst-contents  do  not 
escape  into  the  abdomen.  This  precaution  should  always 
be  taken,  though  it  is  especially  important  in  the  cases 
of  septic  and  papillomatous  cysts. 
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When  the  pedicle  of  the  cyst  is  exposed,  it  should  be 
ligatured  as  already  advised.  If  the  stump  of  the  pedicle 
is  very  broad,  it  may  be  folded  in  or  covered  with  peri- 
toneum to  prevent  intestinal  adhesions  to  it. 

The  other  ovary  should  always  be  examined  before 
closing  the  abdomen. 

Operation  for  the  Removal  of  Intra-ligamentous 
Cysts. — Intra-ligamentous  cysts  grow  between  the  folds 
of  the  broad  ligament.  Any  oophoritic  tumor  may  be 
intra-ligamentous,  though  the  condition  is  most  usually 
found  in  cysts  of  the  paroophoron  and  the  parovarium. 

The  intra-ligamentous  cyst  may  drag  out  the  broad 
ligament  so  that  a  pedicle  may  be  formed,  and  the  tumor 
ma)'  be  removed  by  the  methods  already  described. 

In  other  cases,  however,  the  cyst  is  strictly  sessile.  It 
lies  between  the  layers  of  the  broad  ligament,  deep  in  the 
pelvis,  or  perhaps  it  may  have  migrated  to  some  other 
part  of  the  abdomen  behind  the  peritoneum. 

The  removal  of  such  tumors  requires  accurate  ana- 
tomical knowledge  of  the  region  in  which  the  growth  is 
situated. 

It  is  necessary  to  incise  the  peritoneal  covering  of  the 
tumor  and  to  enucleate  it  from  its  bed.  The  peritoneum 
should  be  incised  in  the  position  in  which  there  are  few- 
est blood-vessels.  Thus,  if  the  tumor  has  migrated  be- 
tween the  layers  of  the  mesocolon,  the  incision  should  be 
made  through  the  outer  peritoneal  layer. 

Intra-ligamentous  cysts  often  have  no  pedicular  attach- 
ments whatever,  and  may  be  enucleated  without  the  ap- 
plication of  ligature.  In  other  cases  a  distinct  vascular 
pedicle  is  found  after  the  peritoneal  investment  has  been 
opened  and  its  adhesions  to  the  cyst-wall  have  been  sep- 
arated. 

The  relations  of  an  intra-ligamentous  cyst  should  be 
carefully  examined  before  the  surgeon  proceeds  with  the 
operation,  and  such  a  cyst  should  not  be  mistaken  for  an 
extra-ligamentous  cyst  that  has  become  adherent. 

If  the  tumor  is  situated  between  the  laversof  the  broad 
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ligament,  it  is  advisable,  as  a  preliminary  step,  to  ligate 
the  ovarian  artery  in  the  infundibulo-pelvic  ligament  and 
at  the  cornu  of  the  uterus.  This  may  usually  be  readily 
done;  much  subsequent  bleeding  will  be  prevented  by  it. 

The  peritoneum  is  then  incised  at  the  most  convenient 
point  over  the  surface  of  the  tumor,  and  the  surgeon, 
with  the  fingers,  knife-handle,  or  closed  blunt  scissors, 
proceeds  with  the  enucleation.  If  inflammatory  adhe- 
sions have  not  taken  place,  enucleation  is  usually  easy. 
Bleeding  vessels  should  be  secured  by  forceps  as  they  ap- 
pear, and  should  be  ligated,  if  necessary,  after  the  cyst  is 
removed. 

If  a  pedicle  or  fleshy  adhesion  is  met,  it  should  be 
ligated  before  division. 

During  the  enucleation  the  surgeon  should  follow  closely 
the  surface  of  the  tumor.  When  he  has  reached  a  point 
deep  in  the  pelvis  he  should  be  especially  careful  to  avoid 
injury  of  the  large  vessels  and  the  ureter.  If  the  cyst  is 
difficult  of  removal  in  this  region,  it  may  be  advisable  to 
cut  out  a  portion  of  the  cyst- wall  and  leave  it. 

Preliminary  tapping  of  intra-ligamentous  cysts  is  not 
often  necessary.  They  are  usually  of  moderate  size,  and 
enucleation  may  be  most  readily  performed  if  the  cyst  is 
tense. 

Sometimes  large  cysts  are  but  partly  intra-ligamentous: 
the  greater  portion  is  free,  while  the  base  is  included  be- 
tween the  layers  of  the  broad  ligament.  In  such  cases  it 
is  best  to  tap  the  cyst  and  then  to  enucleate  the  base  as 
alreadv  described. 

In  other  cases  the  process  of  enucleation  may  be  facili- 
tated and  rendered  safe  bv  incisinor  the  cvst-wall  and  in- 
troducing  two  fingers  into  the  cavity  to  act  as  guides  in 
separating  the  cyst  from  structures  deep  in  the  pelvis. 

After  the  cyst  has  been  removed  and  bleeding  points 
have  been  secured  by  ligature,  the  raw  surface,  or  the  bed 
of  the  tumor,  may  be  obliterated  by  bringing  the  sides 
into  apposition  by  layers  of  buried  fine  silk  sutures  and 
by  closing  with  suture   the   incision   in  the  peritoneum. 


500      A  TEXT-BOOK  OF  DISEASES  OF  WOMEN. 

These  raw  surfaces  often  contract  very  much  by  the  fall- 
ing together  of  the  sides  after  the  tumor  has  been  re- 
moved. 

If  bleeding  from  the  bed  of  the  tumor  cannot  be  thor- 
oughly arrested,  it  is  unsafe  to  close  the  incision  in  the 
peritoneum,  for  a  hematoma  will  form  and  will  cause  sub- 
sequent trouble.  In  such  a  case  the  gauze  drain  should 
be  introduced  into  the  bed  of  the  tumor,  perhaps  after 
partial  closure  of  the  peritoneal  incision.  Or  if  the  bleed- 
ing be  very  profuse,  the  edges  of  the  incision  in  the 
broad  ligament  should  be  sutured  to  the  lower  angle  of 
the  abdominal  wound,  and  the  cavity  should  be  packed 
with  gauze. 

The  sutures  that  attach  the  broad  ligament  to  the  ab- 
dominal incision  may  be  passed  through  the  whole  thick- 
ness of  the  abdominal  wall,  or  through  only  the  fascia, 
muscle,  and  peritoneum.  The  ends  of  the  sutures  should 
be  left  long  to  facilitate  removal. 

In  the  removal  of  a  cyst  of  the  parovarium  by  enucle- 
ation, the  tube  and  ovary  should  not  be  sacrificed  unless 
they  are  diseased.  Small  cysts  of  the  parovarium  which 
develop  between  the  layers  of  the  mesosalpinx  may  very 
easily  be  removed  by  simple  incision  of  the  peritoneal 
capsule  and  enucleation  of  the  cyst,  without  injury  to 
the  tube  and  ovary. 

Marsupialization  of  the  Cyst. — In  rare  cases  a  cyst 
is  found  to  be  so  firmly  and  generally  adherent  to  sur- 
rounding structures  that  its  removal  is  impossible.  It  is 
then  necessary  to  practise  marsupialization. 

The  cyst  should  be  evacuated  with  the  trocar,  which  is 
introduced  at  a  point  which  can  be  readily  brought  to  the 
abdominal  incision.  Vegetations,  etc.  should  be  removed 
from  the  interior  of  the  cyst  with  the  fingers.  The 
opening  in  the  cyst  should  then  be  attached  to  the  lower 
angle  of  the  abdominal  incision  by  interrupted  sutures 
of  strong  silk  that  pass  through  the  whole  thickness  of 
the  abdominal  wall  and  of  the  cyst-wall.  The  sutures 
should  be  placed  close  together,  and  the  ends  should  be 
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left  long  to  facilitate  removal.  The  upper  portion  of  the 
abdominal  incision  should  be  closed  with  interrupted 
sutures. 

A  large  double  drainage-tube  of  rubber  should  be  intro- 
duced into  the  cyst,  and  strips  of  gauze  should  be  packed 
around  the  tube. 

The  subsequent  treatment  consists  of  frequent  washing 
of  the  interior  of  the  cyst.  The  sutures  in  the  cyst-wall 
should  be  removed  at  the  end  of  two  weeks. 

Though  marsupialization  frequently  results  in  cure,  yet 
it  should  never  be  practised  unless  it  is  absolutely  neces- 
sary. It  exposes  the  patient  to  the  dangers  of  prolonged 
suppuration  and  persistent  fistula.  Malignant  degenera- 
tion has  occurred  in  the  wound.  Papilloma  may  extend  to 
the  peritoneum.  The  procedure  is  of  but  little  use  in  the 
case  of  multilocular  tumors,  as  all  the  loculi  cannot  be 
evacuated. 


OPERATION  FOR  REMOVAL  OF  THE  UTERUS. 

The  uterus  may  be  removed  through  an  abdominal  in- 
cision (abdominal  hysterectomy),  or  it  may  be  removed 
through  the  vagina  (vaginal  hysterectomy).  A  combina- 
tion of  the  two  methods  of  operating  is  sometimes  em- 
ployed. 

In  many  conditions  it  is  not  necessary  to  remove  the 
cervix.  Partial  hysterectomy  or  supra-vaginal  amputa- 
tion of  the  uterus  at  some  convenient  point  of  the  cervix 
may  be  performed. 

Such  supra-vaginal  amputation  of  the  uterus  may  be 
done  in  nearly  all  operations  that  are  not  performed  for 
malignant  disease.  In  sarcoma  or  cancer  the  whole 
uterus  should  be  removed  at  the  vaginal  junction,  and, 
if  necessary,  the  upper  portion  of  the  vagina  should  be 
excised. 

In  the  case  of  fibroid  tumor  and  in  non-malignant  dis- 
ease of  the  body  of  the  uterus  supra-vaginal  amputation 
is  suflScient.     Supra- vaginal  amputation  is  an  easier  and 
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safer  operation  than  complete  hysterectomy.  Abdominal 
hysterectomy  is  most  easily  performed  with  the  patient 
in  the  Trendelenburg;  position. 

Stipra-vagliial  Ampntation  of  the  Uterus.— After 
the  abdomen  has  been  opened,  the  ovarian  artery  should 
be  ligated  in  the  infundibulo-pelvic  ligament,  as  in  the 
operation  of  salpiugo-oophorectomy.  A  second  ligature, 
or  forceps,  should  then  be  placed  upon  the  ovarian  arterj' 
at  the  uterine  cornu. 

The  round  ligament  should  then  be  ligatured  with 
inedium-sized  silk  at  a  point  situated  about  an  inch  from 
the  uterus.  Similar  ligatures  should  then  be  placed  about 
the  ovarian  artery  and  the  round  ligament  on  the  opposite 
side. 

The  infundibulo-pelvic  ligament  miniediately  outside 
of  the  abdominal  ostium  of  the  tube,  the  round  liga- 
ment between  the  ligature  and  the  coniu,  and  the  broad 


ligament  as  far  as  the  uterus  should  then  be  divided  with 
scissors  on  each  side. 

The  uterus  is  thus  freed  from  all  its  attachments  down 
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to  a  point  somewhat  above  the  level  of  the  internal  os. 
The  vessels  that  remain  to  be  secured  are  the  uterine 
arteries. 

The  peritoneum  is  next  divided  by  a  transverse  incision 
across  the  anterior  face  of  the  utenis,  immediately  below 
the  line  of  reflection  of  the  peritoneum  from  the  uterus 
to  the  bladder.  This  incision  should  join  at  each  end 
the  incisions  that  had  been  previously  made  in  dividing 
the  broad  ligaments. 

The  bladder  should  then  be  dissected  from  the  anterior 
face  of  the  uterus  and  cervix,  down  to  the  vaginal  junc- 
tion. 

The  bladder  is  but  loosely  attached  to  the  uterus,  and 
may  be  readily  pushed  off  with  the  finger  or  with 
closed  scissors.  The  finger  pressed  out  to  a  short  distance 
on  each  side  of  the  cervix  will  push  away  the  anterior 


layer  of  the  broad  ligament  with  the  bladder,  so  that  the 
uterus  is  perfectly  free  in  front. 
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The  posterior  laj'er   of   the   broad   ligament  and   the 
cellular  tissue  may  then  be  divided,  with  scissors,  along 
the  side  of  the  uterus  down  to  a  point  somewhat  below 
the  level  of  the  internjri  os.     This  incision  should  not  be 
made  too  close  to  the  uterus,  or  the  uterine  artery-  that 
runs    up  along  side   of  the  uterus  and  cervix  may  be 
divided.     The  operator  should  place  one  or  two  fingers 
upon  the  posterior  aspect  of  the  broad  ligament,  immedi- 
ately beside  the  cervix,  and  while  the  uterus  is  drawn 
upward  should  pass  a  heavy  ligature  beneath  the  tissue 
that  includes  the  uterine  artery.     The  pulsation  of  the 
uterine  artery  may  usually  be  felt  by  the  finger  placed  be- 
liind  the  broad  ligament.    Tliis  ligature  includes  the  cell- 
ular tissue  at  the  base  of  tlie  broad  ligament,  the  uterine 

1 

^ 

flG,  zi  1 .— Supta-vaginiil  amputation  of  [he  ulems,  Ihird  step :  llic  pei-iloncuin 
has  been  incised  across  Ihc  Bnlerior  fiice  of  tlie  uterus ;  the  blndder  has  been 
dissected  from  the  cervix;  the  bnses  of  tlie  hroad  liganienta  have  been  opened; 
he  Uterine  arteries  have  been  secured  by  iigatures  placed  between  the  iirelere 
and  the  cervix. 

artery,  and  part  of  the  posterior  peritoneal  layer  of  the 
jroad  ligament.     It  does  not  pass  through  the  anterior 

F 
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peritoneal  layer  of  the  broad  ligament,  which  had  been 
previously  dissected  away.     The  ligature  should  be  placec 
as  closely   as  possible  to  the  cervix  without  including 
cervical  tissue.     It  should  be  remembered  that  the  ureter 
lies  about  half  an  inch  from  the  side  of  the  normal  cervix 
and  at  the  level  of  the  external  os.     The  ureter  is  usually 
more  remote  than  this  wlien  the  ligature  is  passed,  be- 
cause the  uterus  is  drawn  upward  and  the  ureter  is  pH.shec 
aside  by  the  fingers  at  the  side  of  the  cervix. 

The  uterine  artery  should  be  secured  in  a  similar  way 
upon  the  opposite  side. 

The   bases   of    the   broad    ligaments   should    then   be 
divided  with  scissors  between  the  cervix  and  the  ligatures 
of  the  uterine  arteries.     To  prevent  slipping  of  the  liga- 
ture, ample  tissue  should  be  left  between  the  incisiou  anc 
the  ligature.     As  the  cervix  is  not  malignant,  the  incision 
may  be  made  as  close  to  this  structure  as  necessary'. 

m 

1 
1 

1 

\f0.. 

1 

has  been  ampuUled  bcluw  the  level  of  llie  lutetnal  us;  sulurct  have  been  iiilro- 
duced  to  close  Ihe  stump  of  ihe  cervi);. 

The   uterus  should   then   be  amputated   by   a  wedge- 
shaped  incision  through  the  cervix,  making  an  anterior 
and  a  posterior  flap. 

i^ 
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.Wlieu  the  cervical  canal  is  opened,  it  may  be  immedi- 
ately sterilized  with  a  solution  of  bichloride  of  mercury 
(i  :  500). 

As  the  uterus  is  cut  away  the  flaps  of  the  cervix  are 
secured  with  forceps.  The  cervical  stump  is  usually 
white  and  dry. 

The  flaps  of  the  cervix  should  next  be  united  by  inter- 
rupted silk  suture.  Care  should  be  taken  to  avoid  pass- 
ing a  suture  through  the  cervical  canal,  as  it  might  be- 
come infected- 

The  anterior  peritoneal  layer  of  the  broad  ligament 
and  the  peritoneal  reflection  from  the  bladder  are  then 
drawn  over  the  field  of  operation  and  secured  by  fine  silk 
sutures  to  the  posterior  peritoneal  layer  and  the  posterior 
aspect  of   the  cervix.      The  stump  of   the  cervix,    the 


Frc.  Ji3.^Siipra-vagiiiil  ampulaliun  of  the  ulenis,  completed  operation :  the 
nnlerior  and  posterior  peritoneal  layers  of  the  brood  lignmenl  have  been  united 
by  BULurea;  the  peritoneal  covering  of  the  bladder  has  l>een  drawn  over  and 
sutured  to  the  posterior  aspect  of  Ibc  slump  of  the  cervin. 

stump  of  the  uterine  arteries,  and  the  cellular  tissue  of 
the  broad  ligaments  are  thus  covered  by  peritoneum.  The 
only  raw  surfaces  exposed  are  the  stumps  of  the  ovarian 
arteries  and  of  the  round  ligaments.  These  surfaces  may 
also  be  covered  if  the  operator  so  desires. 
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Complete  Abdominal  Hysterectomy. — In  this  ope- 
ration the  uterus  is  removed  at  the  vaginal  junction.  The 
operation  is  absolutely  necessary  in  cases  of  malignant 
disease  of  the  body  and  neck  of  the  uterus.  It  is  not 
often  necessary  in  the  treatment  of  the  other  conditions 
for  which  hysterectomy  is  performed.  The  operation  re- 
quires a  longer  time  than  the  operation  of  partial  hyste- 
rectomy; it  is  often  accompanied  by  profuse  bleeding 
from  the  edge  of  the  divided  vagina;  there  is  more  danger 
of  injury  to  the  ureters,  and  there  is  more  danger  of  sep- 
tic infection,  because  the  vagina  is  opened;  and,  finally, 
the  operation  very  considerably  shortens  the  vaginal 
canal. 

The  first  steps  in  the  operation  of  complete  hysterec- 
tomy are  the  same  as  those  in  partial  hysterectomy.  In 
the  case  of  malignant  disease  of  the  cervix  the  ligatures 
on  the  uterine  arteries  should  be  placed  as  far  from  the 
cervix  as  possible  without  including  the  ureters. 

Drs.  Kelly  and  Clark  advise  the  preliminary  intro- 
duction of  bougies  into  the  ureters  in  order  to  locate 
these  structures  and  thus  prevent  injury  to  them.  If  the 
operator  is  sure  of  the  position  of  the  ureter,  he  may 
ligate  the  uterine  artery  upon  the  outer  side  of  the  ureter, 
and  carry  the  incision  through  structures  well  outside  of 
the  diseased  cervix 

After  the  vessels  have  been  secured  and  the  bladder 
has  been  separated  from  the  uterus  and  the  upper  part  of 
the  vagina,  and  the  broad  ligaments  have  been  divided 
down  to  the  vagina,  a  transverse  incision  is  made  with 
the  knife  or  scissors  into  the  anterior  vaginal  fornix. 
The  position  of  the  anterior  vaginal  fornix  may  be  deter- 
mined by  palpation  and  percussion.  A  drum-like  sound 
is  obtained  by  snapping  the  finger  upon  the  tense  vaginal 
wall. 

With  the  finger  in  the  opening  in  the  anterior  vaginal 
fornix  as  a  guide,  the  incision  is  continued  around  the 
sides  and  posterior  wall  of  the  vagina.  The  ed^^e  of  the 
vagina  is  secured  by  forceps,  and  bleeding  vessels  in  the 
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walls  are  ligated.  When  hemostasis  is  complete  the 
vagina  is  closed  by  sutures  that  pass  through  the  outer 
portions  of  the  walls,  but  do  not  enter  the  vaginal  canal. 
The  peritoneum  is  then  drawn  over  the  field  of  opera- 
tion and  the  abdomen  is  closed.  If  hemostasis  is  not 
perfect,  gauze  drainage  through  the  vagina  or  the  abdom- 
inal incision  must  be  employed. 

Some  operators  do  not  ligate  the  uterine  arteries  until 
the  vagina  has  been  opened.  The  ovarian  arteries  are 
secured,  the  bladder  is  separated  from  the  uterus  and  the 
upper  part  of  the  vagina,  and  the  broad  ligaments  are 
divided  down  to  a  point  somewhat  below  the  level  of  the 
internal  os. 

The  anterior  vaginal  fornix  is  then  opened,  and  the 
incision  is  carried  around  toward  the  lateral  fornices  as 
far  as  may  be  done  without  injury  to  the  uterine  arteries. 
The  uterus  is  then  drawn  forward  and  the  posterior  vag- 
inal fornix  is  opened,  the  finger  introduced  through  the 
opening  into  the  anterior  fornix  acting  as  a  guide. 

The  uterus  is  now  attached  to  the  body  only  by  two 
lateral  bands  of  tissue  that  include  the  cellular  tissue  at 
the  base  of  the  broad  ligament,  the  uterine  artery,  and  a 
strip  of  vaginal  mucous  membrane  over  the  lateral  vag- 
inal fornix.  This  band  of  tissue,  exclusive  of  the  vag- 
inal mucous  membrane,  is  then  secured  by  a  ligature  that 
does  not  enter  the  vagina,  but  passes  immediately  above 
the  strip  of  vaginal  mucous  membrane.  A  finger  intro- 
duced into  the  vagina  serves  to  guide  the  ligature-needle. 
The  uterus  mav  then  be  cut  awav. 

The  ligatures  of  the  uterine  arteries  are  sometimes  left 
long,  the  ends  being  carried  down  into  the  vagina  and  a 
gauze  drain  being  introduced  into  the  vagina,  the  upper 
portion  of  the  drain  reaching  just  above  the  level  of  the 
stump  of  the  uterine  arteries. 

The  peritoneum  may  be  left  open,  or  it  may  be  drawn 
over  the  drain  and  the  field  of  operation  as  already  de- 
scribed. 

Drainage  through  the  vagina  in  this  way  is  advisable 
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if  the  hemostasis  be  not  perfect  and  if  the  operator  fears 
septic  infection. 

The  methods  of  operating  just  described,  modified  to 
meet  special  indications,  are  applicable  to  all  cases  in 
which  hysterectomy  is  required. 

Sometimes,  in  cases  of  fibroid  tumor,  the  broad  liga- 
ment is  very  much  hypertrophied  and  contains  enormous 
veins,  and  additional  ligatures  besides  those  on  the  ova- 
rian and  uterine  arteries  are  required.  It  is  often  neces- 
sary to  place  a  large  number  of  forceps  upon  bleeding 
vessels  on  the  surface  of  the  tumor  as  it  is  cut  away  from 
the  broad  ligament. 

The  anatomical  relations  are  often  verv  much  dis- 
turbed,  and  it  may  be  impossible  to  determine  the  posi- 
tion of  the  cervix  and  the  uterine  arteries  until  the 
greater  part  of  the  tumor  has  been  freed  from  its  connec- 
tions. Sometimes  the  tumor  so  fills  the  pelvis  that  it  is 
impossible  to  ligate,  at  first,  both  ovarian  arteries.  The 
operator  must  first  attack  the  more  accessible  side,  ligate 
the  ovarian  artery,  cut  away  the  broad  ligament,  strip 
oflf  the  bladder,  ligate  the  uterine  artery,  and  perhaps 
divide  the  cervix,  before  he  proceeds  to  the  other  side. 
Bleeding  from  the  tumor  must  be  controlled  by  the  care- 
ful application  of  forceps  or  ligatures.  An  inaccessible 
uterine  artery  is  sometimes  most  readily  reached  in  this 
way  from  below,  after  the  attachments  upon  the  opposite 
side  have  been  divided  and  the  cervix  has  been  ampu- 
tated. 

The  diflSculties  are  greatest  in  the  case  of  intra-liga- 
mentous  fibroids.  Such  operations  are  among  the  most 
diflScult  in  surgery.  The  directions  giv^en  for  the  treat- 
ment of  intra-ligamentous  cysts  are  applicable  also  to  this 
condition.  The  surgeon  should  always  at  first  secure  the 
ovarian  arteries  if  possible.  He  should  then  incise  the 
peritoneal  investment  across  the  anterior  or  posterior  face 
of  the  tumor. 

Enormous  veins  often  lie  immediately  beneath  the  peri- 
toneum, and  care  must  be  taken  to  avoid  injuring  them. 
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The  peritoneum  should  be  stripped  off  with  the  fingers 
or  with  blunt  scissors.  Bleeding  vessels  are  secured  with 
forceps  as  they  appear.  No  attaching  structures  should 
be  divided  until  they  have  been  carefully  examined,  for 
all  anatomical  relations  are  distorted  by  these  growths. 
The  ureter  may  pass  over  the  top  of  the  tumor,  far  re- 
moved from  its  normal  position  on  the  pelvic  floor. 

After  the  surgeon  has  started  the  enucleation  of  a 
tumor  of  this  kind  he  must  complete  the  operation. 
Bleeding  cannot  be  arrested  until  the  tumor  has  been 
enucleated,  the  cervix  exposed,  and  the  uterine  arteries 
secured. 

The  operation  is  often  accompanied  by  very  profuse 
hemorrhage,  but  this  hemorrhage  is  always  arrested  by 
the  ligature  of  the  ovarian  and  uterine  arteries,  which 
alone  supply  the  growth.  The  surgeon  should  therefore 
not  delay  the  operation  by  the  ligature  of  separate  bleed- 
ing points  until  the  main  vessels  have  been  secured. 

Vaginal  Hysterectomy.— Vaginal  hysterectomy  may 
be  performed  for  the  relief  of  any  condition  in  which 
the  uterus  or  attached  tumor  is  sufficiently  small  to  pass 


V-l 
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Fk;.  214. — lateral  vapiial  retractor. 

through  the  vagina.  The  operation  is  very  popular  with 
some  suroreons.  It  is  but  rarely  used  bv  the  writer.  The 
difficulty  in  dealing  with  adhesions  and  other  complica- 
tions in  the  upper  part  of  the  pelvis  seems  to  be  much 
less  when  the  operation  is  performed  through  an  abdom- 
inal incision. 

The   technique   of   vaginal  hysterectomy  varies   con- 
siderably in  the  hands  of  different  operators.     The  vag- 
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inal  vault  is  opened  with  the  knife,  the  scissors,  or  the 
cautery.  The  vessels  of  the  broad  ligament  are  secured 
with  the  ligature  or  with  the  clamp.  The  uterus  is 
sometimes  divided  by  longitudinal  incision  and  the  halves 
are  separately  reuioved. 

The  following  are  the  general  directions  for  the  per- 
formance of  the  operation: 


il  hysterectomy  wilh  clumps  t  (itsl  3lep  lllalriy}. 

The  woman  is  placed  in  the  lithotomy  position.  The 
vagina  is  opened  with  the  Sims  speculum  and  with  lateral 
vaginal  retractors  (Fig,  214). 

If  the  cervix  is  septic,  it  is  thoroughly  curetted,  steril- 
ized with  the  cautery  or  by  other  means,  and  the  sides  of 
the  excavation  are  united  bv  suture. 
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The  cervix  is  seized  by  tenaculum  forceps  and  dragged 
downward  and  forward. 

A  trausverse  incision  with  knife,  scissors,  or  caiiter.-  is 
made  iu  the  posterior  vaginal  fornix,  and  Douglas's  pouch 
is  opened. 

A  sponge  is  introduced  into  the  peritoneum  belnud 
the  nterns. 


Fig,  ji6. — Vaginal  hyKlerec(oiiiy  willi  clamps:  secoml  slep  (Bald; 


Some  operators  suture  the  posterior  peritoneal  layer  of 
Douglas's  pouch  to  the  posterior  vaginal  wall,  to  control 
bleeding  and  to  prevent  stripping  of  the  peritoneum. 

The  cervix  is  now  dragged  backward  and  a  transverse 
incision  is  made  across  the  anterior  vaginal  fornix. 

The  bladder  is  carefully  dissected  from  the  anterior 
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face  of  the  cervix  with  the  knife,  scissors,  aud  finger, 
and  the  utero-vesical  fold  of  peritoneum  is  opened.  The 
peritoneum  and  the  anterior  vaginal  wall  may  here  also 
be  united  by  suture. 

An  incision  may  then  be  made  tlirougli  the  vaginal 
mucuus  nienibranf  of  the  lateral  foniices,  uniting  the 
anterior  and  jxisterior  incisions. 


—Vaginal  hysti 


innUiti>|IUldyj. 


With  a  finger  in  Douglas's  pouch  as  a  guide,  the  broad 
ligaments  are  then  secured  in  successive  portions  by  liga- 
ture or  by  strong  clamp  forceps,  and  the  uterus  is  cut  away 
with  the  scissors  as  the  ligatures  or  clamps  are  placed. 

As  the  upper  portion  of  the  broad  ligaments  is  reached 
the  procedure  may  be  facilitated  by  retroverting  or  ante- 
verling  the  uterus,  the  fundus  being  dragged  through  the 
posterior  or  the  anterior  incisions  in  the  vaginal  vault. 
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The  tubes  and  ovaries  should  be  removed  when  possi- 
ble, especially  in  the  case  of  malignant  disease. 

After  the  uterus  has  been  removed  the  vagina  may  be 
packed  with  a  gauze  drain  that  reaches  upward  between 
the  stumps  of  the  uterine  arteries;  or,  if  ligatures  have 
been  used,  the  vaginal  vault  may  be  closed.  The  for- 
mer procedure  is  the  safer.  When  the  gauze  drain  is 
used,  it  is  advisable  to  leave  the  ends  of  the  ligatures  on 
the  uterine  arteries  long  and  protruding  into  the  vagina. 
The  ligatures  usually  become  infected,  and  their  removal 
is  facilitated  by  this  procedure.  If  clamps  are  used,  they 
should  be  removed  in  forty-eight  hours. 

The  treatment  after  vaginal  hysterectomy  is  the  same 
as  that  alreadv  described  after  celiotomv. 

Combined  Vaginal  and  Abdominal  Hysterec- 
tomy.— A  combined  vaginal  and  abdominal  operation  is 
sometimes  performed  in  order  to  enable  the  surgeon  to 
deal  with  adhesions  and  other  complications  in  the  upper 
part  of  the  pelvis. 

The  operation  is  usually  begun  below.  The  vaginal 
connections  and  the  bladder  are  separated  from  the  ute- 
rus, and  the  bases  of  the  broad  ligaments  are  secured 
with  the  ligature  or  the  clamp;  the  cervix  is  freed  from 
its  attachments  to  the  broad  ligament. 

The  abdomen  is  then  opened  and  the  operation  is  fin- 
ished from  above,  the  uterus  being  removed  through  the 
abdominal  incision. 

The  writer  performs  the  combined  operation  in  the  re- 
verse order,  as  follows: 

The  abdomen  is  first  opened.  The  ovarian  arteries 
and  the  round  ligaments  are  secured  by  ligature.  The 
bladder  is  separated  from  the  uterus  and  the  upper  part 
of  the  vagina.  The  broad  ligaments  are  divided  to  a 
point  somewhat  below  the  level  of  the  internal  os. 

A  gauze  pad  is  then  introduced  to  the  bottom  of  Doug- 
las's pouch,  and  another  to  the  bottom  of  the  space  be- 
tween the  uterus  and  the  bladder.  The  abdominal  incis- 
ion is  then  closed. 
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The  rest  of  the  operation  is  performed  through  the 
vagina.  The  posterior  and  anterior  vaginal  fornices  are 
opened  by  incisions  made  directly  upon  the  gauze  pads. 
The  vaginal  mucous  membrane  is  divided  over  the  vag- 
inal fornices  by  an  incision  that  joins  the  anterior  and 
posterior  incisions  in  the  vaginal  vault.  The  bases  of  the 
broad  ligaments  are  secured  by  strong  clamp-forceps,  and 
the  uterus  is  cut  away  and  removed  through  the  vagina. 
The  gauze  pads  are  then  removed,  and  the  vagina  is 
drained  with  gauze  introduced  as  far  as  the  upper  end  of 
the  forceps. 

The  following  are  the  advantages  of  the  latter  method 
of  operating: 

If  sterilization  of  the  vagina  and  the  cervix  is  not  per- 
fect, the  cleaner  part  of  the  operation  is  performed  first. 
The  bladder  is  more  easily  separated  from  the  uterus  by 
operating  from  above  than  by  way  of  the  vagina.  The 
vaginal  vault  is  quickly  and  safely  opened  by  incisions 
made  upon  the  gauze  pads,  which  keep  the  intestines 
out  of  the  way. 

The  uterus  and  the  infected  cervix  are  removed  through 
the  vagina,  and  not  through  the  abdominal  cavity. 

If  the  operation  is  performed  for  cancer  of  the  cervix, 
tlie  incision  is  made  more  accuratelv  bevond  the  limits 
of  the  disease  if  the  vaginal  vault  is  opened  through  the 
vagina  than  if  it  is  opened  from  above. 

Myomectomy. — In  some  cases  of  uterine  fibroid  it  is 
proper  to  remove  the  tumor  without  taking  away  the 
uterus.  This  operation-:-myomectomy — is  performed  as 
follows  : 

The  abdomen  is  opened  by  a  free  incision,  the  pelvis 
is  elevated,  and  the  intestines  are  displaced  from  the 
pelvic  cavity  in  the  usual  manner.  The  tumor  and  the 
uterus  are  surrounded  by  gauze  sponges,  and,  where  pos- 
sible, should  be  brought  outside  the  abdominal  cavity. 
An  incision  is  made  around  the  pedicle  or  through  the 
capsule  of  the  tumor,  and  it  is  enucleated  by  dissection 
with  the  sharp  or  the  blunt  end  of  the  scalpel.     During 
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the  operation  hemorrhage  may  be  controlled  by  an  assis- 
tant, who  compresses  with  his  fingers  the  vessels  on  each 
side  of  the  uterus,  or  by  placing  a  temporary  rubber  liga-: 
ture  about  the  cervix  uteri. 

Hemostasis  is  effected  and  the  wound  in  the  uterus  is 
closed  by  layers  of  continuous  or  interrupted  catgut 
sutures.  Great  care  should  be  taken  to  prevent  hemor- 
rhage between  the  layers  of  suture,  and  to  insure  accu- 
rate closure  of  the  incision  in  the  uterus.  The  tem- 
porary ligature  about  the  cervix,  or  the  compression  of 
the  vessels  of  the  broad  ligaments,  should  be  removed 
from  time  to  time  during  the  process  of  suturing  and 
after  closure  of  the  uterine  wound,  in  order  to  determine 
the  position  of  bleeding  points  and  the  efficiency  of  the 
hemostasis  ;  and  before  closing  the  abdominal  incision 
the  uterine  wound  should  be  inspected  for  several 
minutes  while  the  woman  is  in  the  horizontal  position. 

The  abdomen  may  usually  be  closed  without  drain- 
age. 


CHAPTER   XLIII. 

THE    EFFECT  OF  THE  REMOVAL  OF  THE  UTERINE 

APPENDAGES. 

Removal  of  the  tube  and  ovary  upon  one  side  has  no 
effect  upon  menstruation  or  upon  any  of  the  other  cha- 
racteristics of  the  woman. 

Removal  of  the  tubes  and  ovaries  upon  both  sides  is 
followed  within  forty-eight  hours  by  slight  bleeding  from 
the  uterus,  lasting  for  one  or  two  days. 

If  the  removal  of  the  tubes  and  ovaries  has  been  com- 
plete, menstruation,  in  the  majority  of  cases,  never  re- 
appears. 

In  a  few  cases  menstruation  appears  for  one,  two,  or 
three  periods  after  the  operation,  usually  in  diminished 
amount,  and  then  ceases  for  ever.  In  some  other  cases 
there  is  a  period  of  a  few  months  of  amenorrhea,  fol- 
lowed bv  two  or  three  scantv  menstrual  flows,  before  the 
bleeding  permanently  ceases. 

These  phenomena,  it  will  be  observed,  are  similar  to 
those  of  the  normal  menopause. 

The  woman  after  double  salpingo-oophorectomy  expe- 
riences the  nervous  and  gastro-intestinal  disturbances 
that  so  usually  accompany  the  menopause.  She,  in  fact, 
passes  through  a  premature  menopause,  the  phenomena 
of  which  may  persist  for  one  or  two  years. 

The  secondary  sexual  characteristics  of  the  woman — the 
voice,  the  figure,  and  the  growth  of  hair — are  not  altered 
if  the  appendages  are  removed  during  adult  life.  The 
case  may  be  different  if  the  appendages  are  removed  in 
the  undeveloped  girl,  in  whom  the  ovarian  influence  is 
essential  for  complete  development. 

The  woman  loses  none  of  her   feminine   attractions. 
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She  may,  indeed,  become  better-looking  if  the  operation 
has  relieved  chronic  suffering.  It  is  said  that  Gyges, 
king  of  Lydia,  caused  the  removal  of  ovaries  from  wom- 
en with  a  view  to  prolonging  their  charms. 

Double  oophorectomy  may  be  followed  by  obesity  if 
the  woman  have  a  tendency  to  form  fat.  The  relief  of 
suffering  and  the  consequent  improved  nutrition  favor  the 
development  of  obesity.  There  seems  to  be  nothing  in- 
herent in  the  operation  to  cause  it.  Many  women  remain 
thin  after  the  operation. 

The  emotions  of  the  woman  are  unaltered  bv  double 
oophorectomy,  with  the  exception  of  some  cases  in  which 
the  sexual  desire  is  destroyed.  Sexual  desire  is  depend- 
ent upon  such  a  variety  of  conditions,  both  within  and 
without  the  woman,  that  it  is  difficult  to  determine  the 
amount  of  influence  that  removal  of  the  ovaries  exerts 
upon  this  feeling. 

It  is  undoubtedly  true  that  sexual  desire  is  sometimes 
destroyed  by  the  operation.  On  the  other  hand,  the  sex- 
ual desire  is  very  often  restored  by  the  operation,  which 
relieves  the  former  dyspareunia,  or  painful  coitus. 
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Abdomen,  binder  for,  464 

distention  of,  after  celiotomy,  482 

drainage  of,  465,  468 

enlargement  of,  21 

examination  of,  21,  23,  24,  30 

exploration  of,  473 

fluctuation  in,  22 

protection    of    contents    of,    during 
operation,  474 

retentive  power  of,  97 

sterilization  of,  for  operation,  458 
Abdominal  incision,  closing  of,  476 

irrigation,  temperature  of  water  for, 

453 
operations,  dressing  of,  463 

instruments  for,  460 

section,  after-treatment  of,  479 

surgery,  training  for,  446 

suture,  layer  method,  477 

sutures,  removal  of,  477 

wall,  incision  of,  472 

closing  of  incision  in,  476 
Abortion  in  endometritis,  203 

by  uterine  sound,  37 
Abscess,  pelvic,  296 

of  vulvo- vaginal  glands,  40,  42 
Actinomycosis  of  tubes,  306 
Adenoma  of  ovary,  345 

of  tubes,  306 

of  uterus,  malignant,  217 
Adhesions  of  clitoris,  49 

pelvic,  treatment  of,  494,  497 
Alexander's  operation,  140 
Amenorrhea,  391 

emansio  mensium,  391 

pelvic  massage  in,  399 

periodical  disturbances  in,  392 

in  superinvolution,  213 

suppressio  mensium,  391 

in  tubal  pregnancy,  316 
Ampullar  pregnancy,  308 
Anesthesia,  455 
Anesthetizer,  duties  of,  455 
Animals,  disease   of  repnKluctive  or- 
gans in,  17 
Anteflexion  of  uterus,  117 
causes,  117,  120 
menstruation  in,  120 


Anteflexion  of  uterus,  miscarriage  in, 
121 

pessaries  in,  121 

pregnancy  in,  121 

sequelx,  120 

sterility  in,  120 

symptoms,  120 

varieties,  II8 
Anterior  coljwrrhaphy,  88 
Antiseptics,  action  of,  on  peritoneum, 

442 
Apoplexy  of  ovary,  338 
Apparatus  for  gynecological  o^^rations, 

447 
Appendix  vermiformis,  palpation  of,23 

Applicator,  vesical,  4I1 

Arnold's  sterilizer,  451 

Ascites  in  ovarian  cyst,  357 

in  solid  tumors  of  ovary,  381 

Asepsis,  importance  of,  in  gynecology, 

443 
Atresia  of  cervix,  19 

of  vagina,  19 

Auscultation  of  abdomen,  24 

Barnes'  bag  in  inversion,  262 
Bartholin's  glands,  ^S 
Basham's  mixture,  169 
Basins,  sterilization  of,  448 
Bimanual  examination,  25,  26,27,  30 
in  carcinoma  of  uterus,  220 
in  endometritis,  203 

reposition  of  uterus,  133 
Binder,  abdominal,  464 
Bivalve  s|)eculum,  31,  32 
Bladder,  base  of,  421 

body  of,  421 

cathctherization  of,  424 

cervix  of,  421 

dissection  of,  from  uterus,  503 

empty,  421 

examination  of,  36,  412 

fundus  of,  421 
j      intra-ureteral  ligament  of,  422 

iirigation  of,  428 

irritable,  87 

meatus  internus,  situation  of,  430 

mucous  membrane  of,  421 
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Bladder,  neck  of,  421 

structure  of,  421 

trigone  of,  421 

vascular  supply  of,  422 

vesical  triangle  of,  421 
Blaud's  pill,  168 
Boldt's  table,  447 
Bowels,  treatment  of,  after  celiotomy, 

481 
Braun's  colpeurynter,  116 
Broad  ligament,  hematoma  of,  310 
Bulbo-cavernosus,  57 
Buried  sutures,  477 

Calculi,  vesical,  431 

in  vcsico- vaginal  fistula,  401 
Calibrator,  urethral,  409 
Canal  of  Gartner,  54 

of  Nuck,  44 
Carcinoma,  cachexia  of,  190 
of  cervix,  179 

broad  ligaments  in,  183,  191,  192 

caustics  in,  194 

diagnosis  fromiupus,  186 

from  syphilitic  ulceration,  186 
from  uterine  polyp,  1 86 

duration,  19 1 

hysterectomy  for,  191,  192 

metastasis  in,  183 

origin,  179 

peritoneal  involvement  in,  183 

septic  infection  in,  190 

symptoms,  1^7 

treatment,  I91,  193 

ulceration  in,  iSo 

ureteral  involvement  in,  183 

urinary  tistuliv  in,  183 

varieties,  179,  I  Si,  182 
of  Fallopian  tubes,  216 
of  ovaries,  216 
of  perit(mcum,  216 
uretliral,  421 
of  uterus,  body  of,  214 

age,  216 

causes,  217 

curette  in,  220 

influence  of  fibroids  in,  217 

leucorrhea  in,  219 

in  lower  animals,  17 

metastasis  in,  216,  219,  220 

operation  in,  220,  221 

symptoms,  218 
of  ureters,  183 
of  vagina,  54 
Carrier  for  perineal  sutures,  64 
Caruncle,  urethral,  419 

results,  420 

.symptoms,  420 
Caruncle,  urethral,  treatment,  420 


Catarrh  of  cervix,  164 
Catgut,  sterilization  of,  462,  463 
Cumol  method,  463 
Reverdin's  method,  463 
Catheter,  Skene's,  415 
Catheteiization,  after  celiotomy,  480 
of  bladder,  424 
as  cause  of  cystitis,  423 
before  operation,  459 
Celibacy  a  cause  of  disease,  20 

fibroids  in,  20 
Celiotomy,  298,  305 

alKlominal  distention  after,  482 
after-treatment,  479 

bowels,  after-treatment  of,  481 
catheterization  after,  480 
celloidin  dressing  after,  464 
death  after,  485 
food  after,  481 
hemorrhage  after,  485 
micturition  after,  480 
mortality  after,  486 
opium  after,  480, 
pain  after,  480,  482 
peritonitis  after,  485 
pulse  after,  483 
shock  after,  4S3 
temperature  after,  483 
thirst  after,  479 
urinary  secretion  after,  481 
vomiting  after,  482 
water  after,  479 
Cellulitis,  pelvic,  296 
Cervical  catarrh.  1 5 1,  164 
in  displacements,  165 
erosion  in,  165 
in  laceration  of  cervix,  150 
sclen^sis  in,  165 
Cervix,  amputation  of,  160,  161 
conception  after,  163 
in  subinvolution  of  uterus,  212 
in  uterine  ]>rolapse,  ill 
aj^plications  to  the,  170 
artery  <if,  489 
atresia  of,  19 
of  bladder,  421 

carcinoma  of,  179.     See  Carcinoma. 
chancre  of,  178. 
congenital  erosion  of,  172 

split  of,  175 
cystic  degeneration  of,  150,  153 
dilatation  of,  122 
results  of,  1 24 
direction  of,  93 
distance  of,  from  coccyx,  93 
ectropion  of,  150,  137 
endometritis  of,  164 
erosion  of,  after  laceration,  174 
erosions  of,  150,  153 
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Cervix,  eversion  in  laceration  of,  148 
examination  of  discharge  from,  437 
gonorrhea  of,  436 
hypertrophic  elongation  of,  176 
in  infancy,  1 17 
laceration  of,  146 

with  endometritis,  151 
diagnosis  of,  152 

from  congenital  ectropion,  174 
Nalx)thian  cysts  in,  150,  182 
reflex  symptoms,  152 
sclerosis  in,  150 
subinvolution  in,  150 
symptoms,  151 
trachelorrhaphy  in,  154 
treatment,  154 
ulceration  in,  150 
varieties,  148 
patulous  canal,  203 
polypi,  176 
polyix)id  growths,  iSo 
sensation  of,  29 

supra- vap;inal  elongation  of,  I02 
tuberculosis  of,  178 
ulceration  of,  180 
vegetating  |;n>wtlis  of,  iSo 
Chancre  of  cervix,  178 
Circular  artery,  ligation  of,  193 
Clitoris,  adhesions  of,  49 
Clothing  as  cause  of  (iisea^^e,  I9 
Colpeurynter,  liraun's,  116 
Colporrhaphy,  anterior,  8S 
Conception  after  aniimlation  of  cervix, 

after  salpintjo-oophorectomy,  496 
Corpora  fibrosa,  3S0 
Coq)us-Iutcum  cyst,  344 
Cuniol  method  for  sterilization  of  cat- 

gwt*  463 
Curette  in  endometritis,  204,  205,  292 

Martin's,  206 

|)erforaiion  by,  207 

rei>arative  process  after  use  of,  209 

Sims,  206 

in  uterine  cancer,  220 
Cyst  of  hernial  sac,  44 

intra-lij^amentous,  removal  of,  498 

of  Morgagni,  359 

Nabothian,  150 

ovarian,  in  animals,  17 

of  ovar\',  17.     See  Otfafy. 

of  round  li|^ament,  44 

trocar,  461 

urethral,  420 

of  vagina,  53 

of  vulvovaginal  gland,  42 
Cystitis,  87 

chronic,  423 
causes,  423,  424 


Cystitis,  chronic,  cystotomy  in,  429 
diagnosis,  424 
effect  on  syNtem,  424 
use   of  endoscope   in,   425,  427, 

429 
hypertrophy  of  bladder- wall  in,  423 
result  of  lacerated  perineum,  425 
symptoms,  424 
treatment,  425,  429 
ureter  and  kidney  involvement,  423 
urinary  changes,  423 
result  of  uterine  displacement,  425 
obstruction  of  vesical  orifice,  423 
Cystocele,  86,  105 

Sims'  operation  for,  89 
Stoltz's  operation  for,  89 
Cystoscope,  410 
Cystotomy,  429,  430 

Death  after  celiotomy,  485 
Depressor  for  vagina,  3 1 
Dermoid  cysts,  350 

age  of  occurrence,  351 
of  ovary,  496 
Developmental   errors  a  cause  of  dis- 
ease, 19 
Diarrhea,  vicarious,  394 
Dilatation  of  cervix,  122 
Dilaior,  cervical,  1 21 

vaginal,  401 
Diseases  of  women,  causes  of,  18 
Dorsal  position,  33 
Drainage,  abijominal,  by  gauze,  468 
ill-effects  of,  470 
indications  for,  469 
object  of,  470 
by  tube,  465 
vaginal,  465 
Diainage-tube,  465,  467 
cleansing  of.  466 
syringe  for,  466 
Dressings   for    alxlominal    o})erations, 

463 
steiilization  of,  4<^o 

Duck-bill  speculum,  31 

Dysmenorrhea  in  aittetlexion  of  uterus, 

119 

membranous,  209 

menstruation  in,  207 

in  sali)ingitis,  284 

KfTROFMON,  cervical,  150 
K«iebr)hrs  >tirrups.  24 
Kle])hanti.isi6  Arabuin,  49 

syphilitic,  49 

of  vulva,  49 
Kmansio  niensium,  301 
Ennnel's  (»|>eration  for  lacerated  peri- 
neum, 78 
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Emmet's  perineal  needles,  63 
scissors,  62 

treatment   for    inversion   of    uterus, 
262,  263 
Endometritis,  abortion  in,  203 

acute,  196 

cervical,  164 

chronic,  198,  204 
causes  of,  204 
curette  in,  205 

in  lacerated  cervix,  151,  20i 

with  uterine  displacement,  129,  201 

examination  in,  203 

m  exanthemata,  196 

exfoliative,  209 

funj;ous,  2cx> 

gonorrheal,  196 

influence  on  menstruation,  201 
with  metritis,  196 
ovarian  disease  m,  201 

pain  in,  202 

puerperal,  196,  197 

sterility  in,  203 

structural  changes  in,  200 

in  subinvolution,  201 

in  tubal  disease,  201 
Endoscope,  418 

in  cystitis,  425,  427,  429 
Enterocele,  90 

Erosion  of  cervix,  150,  172,  174 
Eruptive  fever  as  cause  of  disease,  332 
Exanthemata  as  cause  of  cystitis,  424 

as  cause  of  chronic  pelvic  disease, 

197 
of  sexual  ill-development,  197 

vai^inilis  in,  51 

External  genitalia,  examination  of,  24, 

28 

Extra-uterine    pregnancy,    307.       See 

'lubal  Prt'gnancy. 

Facfes  ovariaiia,  371 
Fallopian  tubes,  265 

actinomycosis  of,  30 

adenoma  of,  306 

anatomy  of,  2()5 

cancer  of,  306 

cy>ts  of  Morgagni.  269 

development  of,  384 

examination  of,  27 

gunimata  of,  306 

inflammntion    of,  269.     See    Sal- 
pitii^itis. 

miliary  tuberculosis  of,  301 

myoma  of,  306 

pregnancy    in,    307.     See    Tubal 
Pi'C'^nnficy. 

tul^ercle  of,  300 

tuberculosis  of,  299,302,  305 


Fallopian  tubes,  tuberculosis  of,  unsus- 
pected, 301 
Fibroma,  ovarian,  380 
Fibro-myoma  of  uterus,  222 
Fibro-sarcoma  of  uterus,  222 
Fibroid  tumors  in  Africans,  18 
anatomical  changes,  229 
in  animals,  17 
with  cancer,  223 
in  celibacy,  20 
hysterectomy  in,  508 
recurrent,  222 
inversion  of,  222 
metastasis  in,  222 
tul)al  changes  in,  231 
sterility  in,  20 
of  uterus,  224 

ap))earance  of,  226 

circulatory     abnormalities      in, 

239 
degenerations  of,  231,  232 

diagnosis  of,  239,  241 

duration  of  life  in,  230 

frequency  of,  235 

gangrene  in,  232 

hemorrhage  in,  236 

hypertrophy  in,  236 

hysterectomy  in,  248 

interstitial,  226 

intra-ligamentous,  226,  229,  509 

intra-uterine  polyp,  228,  250 

lymphangiectatic,  232 

in  menopause,  236 

ligation  of  uterine   arteries   in, 

245 

menstruation  in,  235,  236,  243 

my<»mectomy  in,  249 

and  ovarian  cyst,  241 

pressure -symptoms  of,  238 

and  pregnancy,  241,  249 

polypoid,  250 

procreative     abnormalities      in, 
234,  24.1 

prognosis  in,  242 

salpingo-oophorectomy  in,  246 

sarcoma  of,  233 

submucous,  226,  228 

sub|>eritoneal,  226 

telauijicctatic,  232 

treatment  of,  243,  245 
of  vagina.  54 
Fissure,  vesicourethral,  417 
Fistula,  needles  for,  403 
recto-vaginal,  406 
in  salpingitis,  283 
uretero-vaginal,  406 
urethro-vaginal,  405 
vesicouterine,  406 
vesicovaginal,  397 
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Fistula  of  vulvo-vaginal  glands,  41 
Flatus  after  abdominal  section,  482 
Floating  kidney,  23 
Fluctuation,  abdominal,  22 
Follicular  vulvitis,  38 
Food  after  celiotomy,  481 
Forceps,  bladder,  409 
Four  chlorides,  169 
Fungous  endometritis,  200 

Gartner's  canal,  54 

duct,  358 
Gauze  sponges,  preparation  of,  453 
Genital     tract,    septic     infection    of, 

fistulse,  397 
Genitalia,  development,  384 
examination,  24 
inflammation  of  glands  of  external, 

439 
malformations  of,  384 
preparations  of,  for  operation,  457 
Genu-pectoral  position,  34 
Glands  of  Bartholin,  38 

of  Skene,  412 
Gonococci  in  gonorrhea,  435 
Gonococcus,  resistance  to,  436 

of  vagina  to,  438 
Gonorrhea,  433 
auto-infection,  438 
carbolic  acid  in,  441 
of  cervix  uteri,  436,  438 
examination,  437 
of  discharge,  437 
in  children,  435 
curettement  in,  441 
a  cause  of  disease,  19,  39,  435 
epidemics  of,  435 
best  time  for  examination,  440 
gonococci  in,  435 
liability  to,  436 
persistence  of,  436 
of  rectum,  435 
results  of,  19 
of  urethra,  436 
vagina,  438 

symptoms  of,  439 
of  vulva,  439 
Gonorrheal  endometritis,  438 
macula,  41 
vaginitis,  438 
Green  soap,  28 

Gummata  of  Fallopian  tubes,  306 
Gynecoloj^ical     operations,     apparatus 
for,  447 
performance  of,  445 
{)ersonal  sterilization  in,  448 
water  in,  452 
Gynecology,  definition  of,  17 


Hands,  sterilization  of,  450 
Headache  in  endometritis,  202 

in  lacerated  cervix,  151 
Hematocele,  pelvic,  316 
Hematocolpos,  388 
Hematoma  of  broad  ligament,  310 

pelvic,  318 

between  suture  planes,  478 

vulva,  48 
Hematometra,  252 
Hematosalpinx,  275,  279,  280 

with  hematometra,  253 

in  cervical  carcinoma,  188 

after  celiotomy,  485 
Hemorrhage   in  carcinoma  of  fundus 
uteri,  219 

after  rupture  of  tubal  pregnancy,  310 

in  uterine  fibroid,  236 
Hemostatic  forceps  (Tait),  459 
Hermaphroditism,  388 

hypospadia  in,  389 

ovarian,  326.     See  Ovary, 
Hernia,  entero- vaginal,  90 
Hernial  sac-cyst,  44 
Hodge  pessary,  132 
Hydrocele  of  canal  of  Nuck,  44 

ovarian,  338 
Hydrometra,  252 
Hydrosalpinx,  275,  278,  280 

with  hematometra,  253 
Hydrostatics  of  pelvic  contents,  96 
Hypertrophic  cervical  elongation,  176 
Hypospadia,  389 

Hysterectomy,  abdominal,  501,  507 
supra-vaginal     amputation,     502, 

505 
for  cervical  carcinoma,  191,  192 

complete,  507 

dangers,  507 

incisions  of  vaginal   fornix  in,  507 

indications  for,  507 

combined    abdominal    and    vaginal, 

5«4 
advantages  of  author's  method, 

516 

for  fibroid.  50S,  509 
for  inversion,  264 
for  prola|>sc.  III 
for  salpingitis,  295 
for  uterine  fibroid,  248 
vaginal,  501.  510 

removal  of  tul>es  and  ovaries,  514 

Incision  of  abdominal  wall,  472 
Infundibular     pregnancy,     308.       See 

Tubal  Prei^nancy. 
Inguinal  adenitis,  38 

hernia,  44 
Instillation-tube,  171 
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Instruments  for  abdominal  operations,  [ 
460  i 

sterilization  of,  45 1 
Interstitial  pregnancy,  308.     See  Tu- 
bal pregnancy. 
Intestinal  tract,  evacuation  before  ope- 
ration, 456 
Intestines  and  omentum,  protection  of, 

during  oj^rations,  474 
Intra-ligamentous    cyst,    marsupializa- 
tion, 500 
removal,  498 
Intra-ureteral  li^'ameiit,  422 
Intra-vesical  pressure,  422 
Inversion  of  uterus,  257 
Barnes'  bag  in,  262 
continuous  pressure  in,  263 
diagnosis  of,  260 
Kmmet's  methcxl  ri)r,  262,  263 
hyslereciomy  in,  264 
symptoms  and  sequela*  of,  259 
treatment  of,  261 
White's  repositor  for,  263 
with  uterine  polyp,  261,  264 
with  vaginal  prolapse,  258 
Irrigation  of  alnlominal   cavity,  water 
for,  452 
after  curettement,  207 

Kki.ly's  instruments  for  examination 
of  bladder,  409 
method  for  locating  ureters  in  hys- 
terectomy, 507 

Kidney,  floating,  23 
movable,  23 

Knee-chest  jjosilion,  34 

fur  rectal  t-xamination,  35 

Kobelt's  tul>es,  358 

Kol|^)kleisis.  405 

Kraurosis  vuK\l,  46 

Labor  after  amputation  of  cervix,  163 

S|nirious,  313 
Laceration  of  cervix,  146 
concealed,   148 
incf»mplele,  148 

of  perineum,  60 
Lalero-abdominal  |X)sition,  T^2i 
Le  Fort's  operation  for  prolapse,  IIO 
Leucorrhea,  15 1 

in  carcinoma  of  fundus  uteri,  219 
vicarious,  394 
Levator  ani,  55 
Ligament,  intra- ureteral,  422 
Ligaments,  utero-sacral,  29 

of  uterus,  93,  94 
Ligation  of  circular  artery,  193 

of  uterine  arteries,  193 
Ligatures,  461,  462 


Lineae  albicantes,  21 

Link  ligature,  49I,  493 

Lupus  ulceration,  diagnosis  from  car- 
cinoma of  cervix,  186 

Lymphadenitis  in  lacerated  cer\'ix, 
152 

Lymphangitis  in  lacerated  cervix,  152 

Malignant  adenoma,  217 

Mammary  changes  in  tubal  pregnancy, 

314 
secretion,  periodical,  394 

Manometer,  422 

Marsupialization,  500 

Mass  suture,  476 

Massage,  pelvic,  292 

Meatus  internus,  position  of,  430 

Mechanism  of  perineum,  55 

of  uterine  support,  93 
Median  perineal  laceration,  repair  of, 

68 
Membranous  dysmenorrhea,  209 
Menopause,  391,  395 

operative.  495 

due  to  salpingo-oSphorectomy,  517 

in  chronic  oophoritis,  336 

in  ovarian  cysts.  370 

in  salpingitis,  287 

in  uterine  fibroid,  236 
Menorrhagia  in  chronic  endometritis, 
201 

in  chronic  oSphorilis,  336 
Menstruation,  amount  of  flow  in,  390 

in  anteflexion,  93 

arrest  of,  by  operation,  495 

cessation  of,  391 

in  chronic  endometritis,  201 

constituents  of  fluid  of,  390 

after  curettement,  209 

disorders  of,  390 

duration  of  flow,  390 

establishment  of,  390 

fre{|uency  of,  390 

in  lacerated  cervix,  151 

neglect  during,  20 

precocious,  390 

during  pregnancy,  241 

re<:inien  during,  20 

in  retro-displacement,  131 

after  salpiiigo-oophorectomy,  517 

scanty,  393 

suppression  of,  acute,  393 

systematic  efiect  of,  20 

in  tubal  pregnancy,  314 

vicarious,  394 
Metastasis    in    carcinoma    of    cervix, 

Metritis  with  endometritis,  196 
in  subinvolution,  21 1 


INDEX. 


525 


Metrorrhagia  in  chronic  endometritis. 

201 
Mictuntion  after  celiotomy,  480 
Miliary  tubal  tuberculosis,  291 
Milk  as  a  diagnostic  agent  in  fistulse, 

399,  406 
Miscarriage  in  anteflexion,  1 21 
Morgagni,  cysts  of,  269,  359 
Mortality  after  celiotomy,  486 
Movable  kidney,  23 
Mttller,  ducts  of,  384 
Muscles  of  perineum,  56 
Myo-fibroma,  uterine,  224 
Myoma  of  Fallopian  tubes,  306 

uterine,  224 
Myomectomy,  249 

techni(}ue  of,  513 
Myxoma,  ovarian,  380 

peritoneal,  368 

Nabothian  cysts,  150 
Needle  for  cervix,  154 

for  fistula,  403 

for  perineum,  63 
Needle-holder  (Kmmet's),  63 

(Reiner's),  462 
Neoplasms  of  vulva,  48,  51 
Normal  salt  solution,  452 
Nuck,  canal  of,  44 
Nurse's  duties  in  operating-room,  454 

Obturator,  35 

OSphoriiis,  331.    See  Inflammation  of 

Ovary. 
Operating-room,  446 
discipline  of,  454 
preparation  of,  447 
temperature  of,  447 
Operating-table,  447 
Opium  after  celiotomy,  480 
Ostium  vagina*,  56 
Ovarian  abscess,  276 
adenomata,  345 
artery,  487 

ligation  of,  504,  509 
carcinomata,  382 
cyst,  17 

axial  rotation  in,  365 
dermoid,  496 
duration  of,  372 
examination  of,  373 
inflammation  of,  364,  372 
malignant  degeneration  of,  370 
marsupialization  of,  500 
necrosis  of,  367 
operation  for,  379 
pres<;ure,  results  of,  369  I 

rapidity  of  growth,  371,  372 
removal  of,  496  i 


Ovarian  cyst,  rupture  of,  367,  372 
causes  of,  373 
symptoms  of,  373 
treatment  of  pedicle,  498 
suppuration  of,  365 
symptoms  of,  368,  372 
tapping  of,  377,  496,  497 
thrombosis,  367 
torsion  of  pedicle  in,  365 

symptoms  of,  372 
treatment  of,  377,  379 
fibruniata,  380 
fibro-myomata,  281 
changes  in  fibroid  uterus,  23 1 
ligament,  bimanual  examination  of, 
27 
tumors  of,  383 
myomata,  380 
papillomata,  382 
sac,  340 
sarcomata,  381 
tul)erculosis,  383 
Ovaritis,  331.      See  Inflammation  of 
Ovary. 
result  of  salpingitis,  276 
Ovary,  accessory,  325 
anatomy  of,  322 
ajwplexy  of,  338 
blood-vessels  of,  324 
chronic  inflammation,  treatment  of, 

336 

contents  of  glandular  cyst  of,  349 
corpus  luteum,  cyst  of,  344 
cystic,  334 

tumors  of.  341 
dermoid  cysts  of,  342,  350 
follicular  cysts  of,  342 

hemorrhage  in,  338 
glandular  cysts  of,  345,  362 
hernia  of,  326 

conccpticm  in,  326 

dnns^rrs  in,  326 

menstruation  in,  326 

ovulation  in,  326 

treatment  of,  327 
hydrocele  of,  338 
intlanunation  of,  acute,  331 
causes  of,  332 
symptoms  of,  332 
treatment  of,  333 
inflammation  of,  chronic,  333 

reflex  disturbances  in,  336 
ligaments  of,  323 
maintenance  of  |X)sition  of,  324 
after  menopause,  322 
multiloculor  cyst  of,  345 
in  multiparx,  322 
in  ncw-lx)rn,  322 
oSjilioron,  325 
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Ovary,  odphoritic  cysts  of,  342,  362 
papillomatous  cyst  of,  353 
papillomatous  cysts,  in  ascites,  357 
contents  of,  355 
peritoneal  involvement  in,  357 
rupture  of,  356 
pan)6phoron,  325 
parodphoritic  cysis  of,  353,  363 
ascites  in  357,  370 
contents,  355 
dangers,  356 
wall  of,  353 
pedicle  of  glandular  cyst  of,  349 
prolai)Se  of,  327 
causes,  327 

diaj^nosis  from  retroflexion,  329 
pessary  in,  331 
reflex  symptoms,  329 
secondary  changes,  328 
treatment  of,  329,  331 
tuberculosis  of,  383 
veins  of,  324 
of  virgin,  322 
of  Wolffian  body,  325 
Oxyuris,  39 

Pain  in  carcinoma  of  fundus  uteri,  219 

after  celiotomy,  480,  482 

in  cervical  carcinoma,  189 

in  salpingitis,  285 

in  uterine  fibroid,  238 
Palpation  of  abdomen,  22 
Pcipilloma  of  ovary,  382 

of  vulva,  48 
Papillomatous  ovarian  cysts,  353 
Paroojihoritic  cysts,  253,  363 
Paroophoron,  325 
Parovarium,  54,  358 

cysts  of,  358,  360,  363 

Partner's  duct,  358 

Kobelt's  tubes,  358 

papillomatous  cysts  of,  360 
Parturition  as  cause  of  retro- displace- 
ments, 128 

results  of  injuries  during,  18 
Patient,  })reparation  of,  for  operation, 

455 
Pediclc-nec«lle,  461 

Pelvic  abscess,  296 

celiotomy  for,  29S 

after  ru])ture  of  tubal  pregnancy, 

310 

vaginal  evacuation  of,  297 

contents,  hydrostatics  of,  96 

massage,  292 

in  amenorrhea,  393 

structures,  rectal  examination  of,  30 

Pelvis,  local  wnshing  t)f,  474 

suppuration  of  cellular  tissue,  296 


Percussion  of  abdomen,  24 

in  ascites,  24 
Perineal  laceration,  repair,  68 

involving    recto- vaginal    septum, 

71,72 

involving  one  or  both  vaginal  sul- 
ci, 73.  77,  78 

loss  of  support  in,  67,  73,  128 

sphincter-tear,  suture-introduction, 
66,  69,  70 
removal  of  sutures,  71 
subcutaneous,  77,  83 
needle  (Emmet's),  63 

carrier  for,  64 
scissors  (Emmet's),  62 
Perineorrhaphy,  60,61,  78 
after-treatment  of,  64 
intermediate,  61 
passage  of  sutures  in,  65,  66 
primary,  60 
secondary,  62 
Perineum,  anatomy  and  mechanism  of, 

55 
fasciae  of,  56 

injuries  to  the,  60 

lacerations,  classification  of,  78 

Emmet's  operation  for,  78 

median  laceration  of,  65 

involving  sphincter,  66 

ligaments,  56 

characteristics  after  sulci-tear,  76,  77 

of  uninjured,  75 

muscles,  56 

Perio5phoritis,     in     inflammation     of 

ovar)',  331 

Peritoneum,  action    of   antiseptics  on, 

442 

causes  of  infection  of,  470 

cleansing  after  operation,  474 

infection  in  minor  gynecology,  443 

toilet  of,  474 

Peritonitis  after  celiotomy,  4S5 

Pessary  in  anteflexion,  1 21 

contraindications  to  use,  139 

Hodge,  132 

in  retro-displacement,  131,  144 

Smith,  131 

stem,  121 

Thomas,  132 

vaginal,  131,  136,  138 

Pfluger,  tubes  of,  345 

Phantom  tumor,  376 

Polypi  of  cervix,  176,  180 

with  endometritis,  200 

as  cause  of  tubal  pregnancy,  307 

urethral,  420 

uterine,  228,  250 

I  Position,  dorsal,  33 

[      genu-j>ectoral,  n,  34 
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Position,  knee-chest,  33,  35 

latero-abdominal,  33 

Sims*,  33,  34 

Trendelenburg,  447,  494 

of  uterus,  92 
Pregnancy  after  amputation  of  cervix, 

•63 

in  anteflexion,  121 
influence  on  anteflexion,  12 1 
after  celiotomy,  379 
after  curettement,  209 
extrauterine,  305.     )^^  Tubal  Preg- 
nancy. 
with  uterine  fibroid,  241,  249 
as  cause  of  prolapse,  106 
tubal,  307.     See  Tubal  Pregftancy. 
Probe,  vesica],  411 

Prolapse  of  ovary,  327.     See  Ovary, 
of  urethra,  417 
of  uterus,  73,  99 

amputation  of  cervix  in,  III 
causes,  100,  106 
colpeurynter  in,  116 
cystocele  and  rectocele  in,  105 
diagnosis,  107 
hysterectomy  for,  1 1 1 
I/cFort's  ojxration,  1 10 
pessaries,  115 
sequelx,  108 
structural  changes,  104 
subjective  symptoms,  106 
treatment,  108 
ventro-fixation  in,  no 
of  vagina,  73 
Pruritus  vulvae,  44 

diabetes  as  cause,  45 
etiology,  44,  45 

excision  of  mucous  membrane,  46 
treatment,  45 
Pseudo-hcrmapliroditism,  388 
Pul>e  after  celiotomy,  483 
Puliation  after  celiolmny,  481 
Pus,  sterile,  277,  471 
P\'elitis,  result  of  cystitis,  423 
I^-ometra,  252 

Pyosalpinx,  253,  275,  277,  280 
cholesterin  deposits  in,  278 
conversion  into  hydrosalpinx,  278 
micro-org;anisms  in,  277 
reinfection,  278 
rupture  of,  282 

spontaneous  evacuation,  277 
sterile  pus,  277 

Rectal  examination   of  pelvic  struc- 
tures, 50 
of  uterus,  29 
specula,  35 
Rectal  tube  in  abtlominal  distention,  482 


Rectocele,  75,  85,  105 
Recto- vaginal  fistula?,  406 

septum,  laceration  of,  71 
Rectum  examination,  35 
knee-chest  position  for  examination 

of,  35 
Recurrent  fibroid,  222 

metastasis  in,  222 
origin  of,  222 
uterine  inversion  in,  222 
Reflux  tube  in  uterine  irrigation,  207 
Reiner's  needle-hohler,  462 
Replacement  of  uterus,  133 
Reix)sition,  bimanual,  133 

instrumental,  134 
Re|X)sitor,  White's,  263 
Retractor  for  vagina,  510 
Retro-displacement,  Alexander's  ope- 
ration, 140 
diagnosis  of,  131 
menstruation  in,  1 31 
oj^veration  for,  140 
pessaries  in,  131 
caused  l>y  pregnancy,  128 
results  of,  129 
symptoms  of,  130 
treatment  of,  131,  143 
ventro-fixation  for,  131 
Retroflexion  of  uterus,  125 

c.iuses  of,  127 
Retroversion  of  uterus,  1 25 
causes  of,  127 
degrees  of,  1 26 
Revenlin's  method  for  sterilization  of 

catgut,  463 
Rheumatism,  cause  of  ovarian  disease, 

3.52 
Robb's  formuliv  for  ccUoidin,  464 
Room  forgynecolojjical  operations, 446 
Round-ligament  cysts,  44 

ligation  t>f,  504 
Rubber  dam,  465 

Salpingitis,  26g,  280 

abdominal  ostium,  closure  of,  273 

acute,  270,  28 1 

adhesions  due  V\  272,  273 

catarrhal,  271 

causes  of,  209,  272.  280 

celiotomy  for,  2S9,  292,  293 

chronic,  272 

catarrhal.  272 

interstitial,  27^? 
cystic  distention  in.  275 
dangers  of,  282.  2S4 
diai^nosis  of,  2NS 
after  enil<imetriti'^,  2S1,  292 
fistula  in,  283 
hematosalpinx  with,  275 
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Salpingitis,   hydrosalpinx  with,  275 
hyi^ertrophy  in,  274 
hysterectomy  for,  295 
and  ovarian  nl>scess,  276 
and  ovaritis,  276 
l)elvic  abscess  in,  290 

massage  in,  292 
pyi>salpiiix,  275 

salpingo-oophorectomy  for,  295 
septic,  270,  281 
symptoms  of,  284 
trcalmcnl  of,  289,  291 
with  tubal  abscess,  272,  276 
a  cause  of  tubal  pregnancy,  307 
Salping()-ooj)horectomy,  489 
adhesions  after,  494 
for  uterine  fibroid,  246 
link-ligature  in,  491 
meno|)ause  due  to,  517 
menstruation  after,  517 
for  chnmic  ovaritis,  336 
for  salpingitis,  295 
secondary  effects  of,  517 
sexual  emotion  after,  518 
Tait  knot,  491 
Sarcoma  of  ovary,  38 1 
urethral,  421 
uterus,  17,  221 

afie  of  occurrence,  223 
duration  of,  223 
symptoms  of,  222 
treatment  of,  223 
Scissors,  Emmet's  j>eiineal,  62 
SejUic  infection  of  genital  tract,  19 

foci,  dangers  of,  39 
Shock  after  celiotomy,  483 
Shot-compressor,  64 
Silk,  461 

Sims'  curette,  206 
depressor,  31 
position,  33 

tojiograpliical  changes  in,  34 
speculum,  31 

as  anal  retractor,  35 
vaginal  dilator,  401 
Skene's  emlo?.cope,  418 
glands,  412 

innammatii)n  of,  415 
installation  tube,  171 
reflux  catheter,  415 
Smith's  pessar)',  132 
Sound,  urethral,  416 
uterine,  36 

asep'^is  in  use  in,  37 

diagnosis   l>et\veen  inversion   and 

I)olyp  by  use  of,  261 
precautions  in  use,  37 
S|>eculum,  rectal,  35 
vaginal,  30 


Speculum,  vaginal,  bivalve  (Goodeirs), 

duck-bill  (Sims'),  31 
introduction,  31,  35 
uses,  30,  32,  33 
vesical,  410 
Spencer  Wells'  forceps,  459 
Sphincter  ani,  56 

atrophy  after  laceration  of,  67 
dimple  over  ends  of,  68 
laceration,  repair  of,  67 
vaginae,  57 
Split  cervix,  175 
Sponge-holder,  63 
S[>onges  in  al>dominal  o)>erations,  459 

sterilization  of,  453 
Sprague's  sterilizer,  451 
Spurious  labor,  313 
Stem -pessary  in  anteflexion,  1 21 
Sterility  in  anteflexion,  120 
in  laceratecl  cervix,  152 
in  chronic  endometritis,  203 
as  result  of  gonorrhea,  19 
in  salpingitis,  287 
Sterilization,  discontinuous,  451 
of  dressings,  450 
fractional,  451 
of  hands,  450 
of  instruments,  451 
personal,  for  o}>erations,  448 
of  sponges,  453 
of  tables,  448 
of  water,  452 
Sterilizer,  Arn«)ld's,  451 

Sprague's,  45 1 
Stoltz's  operation  for  cystocele,  89 
Stricture,  urethra,  416 
Subinvolution  as  cause  of  ovarian  pro- 
lapse, 328 
of  uterus,  21 1 

endometritis  in,  211 
metritis  in,  21 1 

symptoms  and  treatment  of,  212 
of  vagina,  90 
Superin volution  of  uterus,  213 

amenorrhea  in,  213 
Suppressio  mensium,  391 
Supra-vaginal    cervix,   elongation    of, 

102 
Sutures,  461,  462 

Syphilis  acquired  during  examination, 
28 
elephantiasis  in,  49 
primary  sore  on  finger  of  physician, 
28 
Syphilitic    ulceration,   diagnosis    from 

carcinoma  of  cervix.  186 
Svringe    for    cleansing   drainage-tube, 
466 
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Table  for  opermting,  447 

sterilization  of,  448 
Tait's  hemostatic  forceps,  459 
Tait  knot,  491,  493 
Tapping  of   ovarian   cjrst,  377,  496, 

497 
dangeiB  of,  378 
Temperature  after  celiotomy,  483 
Tenacula,  29,  62 
Thomases  pessaiy,  132 
Tbrough-and-through  suture,  476 
Tissue-forceps,  63 
Trachelorrhaphy,  154 
contraindications  to,  282 
curetting  in,  158 
preparation  for,  158 
scissors  for,  155 
Trigone,  421 

mucous  membrane  of,  422 
Trendelenburg  position,  447,  494 
Trocar,  461 

Ttabal  changes  in  fibroids,  231 
pregnancy,  307 
abdominal  enlargement  in,  314 
abortion,  309,  311 
amenorrhea  in,  318 
ballottement  in,  315 
causes  of,  307 
classification  of,  308 
curettage  for  diagnosis  in,  308 
diagnosis  of,  317 
Fallopian  tube,  changes  in,  308 
fetal  movements  in,  315 
haematoma  in,  310 
heart-sounds  in,  315 
hemorrhage  in,  310 
mammary  changes  in,  314 
menstruation  in,  314 
pain  in,  314  316 

placental  hemorrhage  during  celi- 
otomy for,  320 
polypi  as  a  cause  of,  307 
rupture  in,  309,  310,  316,  319 
secondary  rupture,  310 
skin-changes  in,  313 
spurious  labor  in,  313 
symptoms  of,  313 
termination  of,  309,  320 
treatment  of,  319 
tubal  changes  in,  308 
uterine  changes  in,  309,  3 12 
vaginal  changes  in,  314 
varieties  of,  308 
Tuberculosis  of  cervix,  178 
of  Fallopian  tubes,  299 
chronic  diffuse,  302 

fibroid,  302 
diagnosis  of,  304 
infection  of,  303 

34 


Tuberculosis  of  Fallopian  tubes,  mili- 
ary, 301 
primary,  302 
prognosis  in,  304 
secondary,  303 
symptoms,  303 
treatment  of,  305 
unsuspected,  301 
of  ovary,  383 
of  uterus,  254 
Tubo-ovarian  abscess,  276,  280 

pregnancy,   307.     See  Tubal  Preg' 
nancy. 

Ureter,   introduction  of  bougies   in 
hysterectomy,  507 

carcinoma  of,  183 

relations  of,  430,  505,  510 
to  uterine  artery,  489 

bimanual  examination  of,  27 

vesical  orifice  of,  422 
Ureteritis,  result  of  cystitis  in,  423 
Urethra,  anatomy  of,  412 

cancer  of,  421 

caruncle  of,  419 

course  of,  430 

cysts  of,  420 

sarcoma  of,  421 
Urethral  polyp,  420 

sound,  416 

striaure,  416 
Urethritis,  413,  434 
Urinary    excretion    after     celiotomy, 

421 
Uterine  appendages,  removal  of,  489 

artery,  488 

ligation  of,  193,  504,  509 
relations  to  ureter,  89 

cavity,  length  of,  36 

involvement  in   cervical  carcinoma, 

183 

comua,  bimanual  examination  of,  27 

fibroid,  224 

fibro-myoma,  224 

force|>s,  136 

inversion  in  recurrent  fibroid,  222 

ligaments,  action  of,  94 

structure  of,  94 
myofibroma,  224 
myoma,  224 
jH)lyp,  228 

diagnosis  from  carcinoma  of  cer- 
vix, 186 

with  inversion,  264 
retro-displacements,    parturition     as 

cause,  12S 
retroflexion,  causes  of,  127 
sound,  36 

abortion  by  use  of,  37 
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Uterine  sound,  in  diagnosis  between 
inversion  and  uterine  polyp» 
261 

asepsis  in  use  of,  37 

dangers  of,  37 

precautions  in  use,  37 
Utero-sacral  ligaments,  29,  117 
Uterus,  absence  of,  385 
anteflexion,  117 

causes  of  normal,  117 

classification  of,  1 18 

menstruation  in,  I20 

miscarriage  in,  1 21 

pathological,  1 18 

pessary  in,  121 

pregnancy  in,  121 

sterility  in,  120 

symptoms  of,  120 

treatment  of,  121 
axis  of,  93 
bicornis  duplex,  385 

unicollis,  386 
bimanual  reposition,  133 
carcinoma  of,  214 

age  of  occurrence,  216 

bimanual  examination  of,  220 

curette,  220 

leucorrhea,  219 

metastasis,  219,  220 

operation  for,  220,  22 1 

}>ain,  219 

symptoms,  218 
cordiformis,  386 
development,  384 
didelphys,  385 
fibroid  tumors  of,  224 

iiitralifi^riinentous,  229 
suhmucous,  228 
subperitoneal,  227 
fibro.>aro<)ma  of,  222 
instruinentai  reposition,  134 
inversion  of,  257 

diaj^nosis  from  uterine  ixjlyp,  261 

rejXJsition  in,  261 

While's  repositor  for,  262 
irrigation  after  curcttement,  207 
ligaments  of,  93 
meclianism  of  supjxirt,  93,  94 
perforation  of,  by  curette,  207 
position,  92,  117 
prolapse  of.  99 

amputation  of  cervix  in.  III 

causes  of,  95,  96,  100,  106 

colpeurynter  in,  1 16 

cystocele  and  rectocele  in,  105 

diagnosis  of,  107 

Emmet's  operation  for,  109 

hysterectomy  for,  1 1 1 

Le  Fort's  oj^eration.  1 10 


Uterus,  prolapse,  pessaries  in,  115 

pregnancy  as  cause  of,  106 
sequelae  of,  108 

Sims'  operation  for,  113 

structural  changes  in,  104 

symptoms,  106 

treatment,  108 

ventro-fixation  for,  no 
rectal  examination  of,  29 
relations  of,  117 

to  bladder,  92 
removal,  499.     Sec  Hysterectomy, 
replacement,  133,  134 

contraindications  to,  282 
retention  in  position,  140 
retro-displacement,  congenital,   127, 

144 
retroflexion  of,  125 
retroversion  of,  125 

causes,  127 

degrees  of,  1 26 
sarcoma  of,  221 

age  of  occurrence,  223 

duration  of  life,  223 

symptoms,  221,  222 

treatment,  223 

.varieties,  221 
septus,  386 
Skene's  glands,  412 
stitching  to  abdominal  wall,  140 
subin%'olution  of,  211 
superinvolution  after  amputation  of 

cervix,  213 
supra-vaginal  amputation,  502,  505 
closure  of  cervical  canal  in,  506 
sterilization  of  cervical  canal  in, 
506 
tul)erculosis  of,  254 
unicornis,  385 
vascular  supply  of,  422 

Vagina,  absence  of,  387 
angle  of,  58 

anterior  wall,  length,  59 
atresia,  19 
carcinoma  of,  54 
cysts  of,  53 
development  of,  384 
dilator  for  (Sims'),  401 
fibroid  tumors  of,  54 
furrows  of,  59  • 

incision  of,  in  hysterectomy,  507 
inl1a:imiation  of,  51 
lon}^  axis  of,  58 
malformations  of,  386 
normal  condition  of,  94 
ostium  of,  56 

posterior  wall,  length  of,  59 
preparation  of,  for  o|^ration,  457 
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Vagina,  prolapse  of,  73 

sarcoma  of,  54 

shape  of,  59 

subinvolution  of,  90 

sulci  of,  59 

unilateral,  387 
Vaginal  arteries,  489 

cervix,  elongation,  102,  176 

drainage,  465 

examination,  25 

cleansing  before,  28 

after,  28 
contraindications  to,  30 

bematocolpos,  388 

hysterectomy,  510 

removal  of  tubes  and  ovaries,  5 14 

pessaries,  1 3 1,  136,  138 

retractor,  510 

speculum,  30 

bivalve  (Goodell's),  31 
duck-bill  (Sims*),  31 
uses,  30,  32,  33 

sulci,  laceration  of,  73 

tumor,  53 
treatment,  54 

wall-depressor,  31,  33,  34 
Vaginitis,  51 

adhesive,  53 

in  children,  51 

dangers  of,  52 

emphysematous,  51 

epidemics  of,  41 

etiology,  51 

in  exanthemata,  51 

gono?rheal,  438 

granular,  51 

senile,  51 

simple,  51 

symptoms,  52 

treatment,  52,  53 
Ventral  hernia,  477 
Ventrofixation,  140,  141 

in  uterine  pn)lapse,  1 10 
Ventro-suspensit)n,  incision  for,  472 
Vermiform  appendix,  23 
Vesical  applicator,  41 1 

calculus,  431 


V^esical  calculus,  in  vesico-vaginal  6s- 
tula,  401 
probe,  411 
speculum,  409 
triangle,  421 

dimensions  of,  422 
mucous  membrane  of,  422 
nerves  of,  422 
Vesico- urethral  fissure,  417 
Vesico-uterine  fistula.  406 
Vesico- vaginal  fistula,  397 
and  calcalus,  401 
kol(x>kleisis  in,  405 
operation  for,  402 
treatment,  400 
Vicarious  menstruation,  394 
Vomiting  after  celiotomy,  482 
Vulva,  elephantiasis  of,  49 
gonorrhea  of,  439 
hematoma  of,  48 
neoplasms  of,  48,  49 
papilloma  of,  4)8 
pruritus  of,  44 

dial)etes  as  cause,  45 
etiology,  44,  45 

excision  of  mucous  membranes,  46 
treatment,  45 
varicose  tumors,  48 
Vulvitis,  38 

causes  of,  38,  39 
in  children,  39 
epidemics  of,  39 
follicular,  38 

gonorrhea  as  cause  of,  38 
late  manifestations  of,  39,  40 
medico-legal  examination  in,  39 
secondar>-,  38,  39 
sym|)toms  of,  38 
treatment  of,  39 
Vulvo- vaginal  glands,  cysts  of,  42 
infianmiation  of,  40,  41 

Water  after  celiotomy,  479 
in  gynecoIo};ical  o{)erations,  452 
sterilization  of,  452 

White's  rcjH»sitor,  263 

WolBian  canal,  54 
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SAUNDERS' 

MEDICAL  HAND-ATLASES- 


The  series  of  books  included  under  this  title  consists  of  authorized 
translations  into  English  of  the  world-famous  Lehxnann  Medicinische 
Handatlanten,  which  for  scientific  accuracy,  pictorial  beauty,  coxn- 
pactnesSy  and  cheapness  surpass  any  similai;  volumes  ever  published. 
Each  volume  contains  from  60  to  100  colored  plates,  executed  by  the 
most  skilful  German  lithographers,  besides  numerous  illustrations  in  the 
text.  There  is  a  full  and  appropriate  description  of  each  plate,  and 
each  book  contains  a  condensed  but  adequate  outline  of  the  subject  to 
which  it  is  devoted. 

One  of  the  most  valuable  features  of  these  atlases  is  that  they  offer  a 
ready  and  satisfactory  substitute  for  clinical  observation.  To  those 
unable  to  attend  important  clinics  these  books  will  be  absolutely  indis- 
pensable. 

In  planning  this  series  of  books  arrangements  were  made  with  the  rep- 
resentative publishers  in  the  chief  medical  centers  of  the  world  for  the 
publication  of  translations  of  the  atlases  into  different  languages,  the  litho- 
graphic plates  for  all  these  editions  being  made  in  Germany,  where  work  of 
this  kind  has  been  brought  to  the  greatest  perfection.  The  expense  of 
making  the  plates  being  shared  by  the  various  publishers,  the  cost  to  each 
one  was  materially  reduced.  Thus  by  reason  of  their  universal  transla- 
tion and  reproduction,  the  publishers  have  been  enabled  to  secure  for  these 
atlases  the  best  artistic  and  professional  talent,  to  produce  them  in  the 
most  elegrant  style,  and  yet  to  offer  them  at  a  price  heretofore  unap- 
proached  in  cheapness.  The  success  of  the  undertaking  is  demonstrated 
by  the  fact  that  the  vohimes  have  already  appeared  in  thirteen  different 
langruagfes — German,  English,  French,  Italian,  Russian,  Spanish,  Japanese, 
Dutch,  Danish,  Swedish,  Roumanian,  Bohemian,  and  Hungarian. 

In  view  of  the  striking  success  of  these  works,  Mr.  Saunders  has  con- 
tracted with  the  publisher  of  the  original  German  edition  for  one  hun- 
dred thousand  copies  of  the  atlases.  In  consideration  of  this  enormous 
undertaking,  the  publisher  has  been  enabled  to  prepare  and  furnish  special 
additional  colored  i)lates,  making  the  series  even  handsomer  and  more 
complete  than  was  originally  intended. 

As  an  indication  of  the  practical  value  of  the  atlases  and  of  the  favor 
with  which  they  have  been  received,  it  should  be  noted  that  the  Medical 
Department  of  the  U.S.  Army  has  adopted  the  *' Atlas  of  Operative 
Surgery"  as  its  standard,  and  has  ordered  the  book  in  large  quantities  for 
distribution  to  the  various  regiments  and  army  posts. 

The  same  careful  and  competent  editorial  supervision  has  been 
secured  in  the  English  edition  as  in  the  originals,  the  translations  being 
edited  by  the  leading  American  specialists  in  the  different  subjects. 


SAUNDERS'  MEDICAL  HAND-ATLASES. 

VOLUMES  NOW  READY. 
Atlas  and  Epitome  of   Internal  Medicine  and   Clinical   Diagnosis. 

By  Dr.  Chk.  Jakoh,  ofErlantfen.   Edited  by  Avivsi  vs  A.  Kshner,  M,  D., 

I'rofessorof  Clinical  Medicine,  Philadelphia  I'olyclinic.    With  68  colored 

plates,  64  text- illustrations,  and  259  pages  of  text.     Cloth,  J3.00  net. 

"  The  charm  of  ibe  book  i!>  ils  clearness,  conciseness,  and  the  accurucy  and  be.iuty  of  iU 

illuslralions.     il  deaU  with  facts.     It  vividly  tlkilrales  ihcue  facts.     It  is  a  scieiililic  wotk 

put  logelhcr  for  ready  reterence." — Braeklyn  Mtdirat  Jaumal. 

Atlasof  Legal  Medicine.  By  Dn.  E.  R.  von  Hofmann,  of  Vienna.  Edited 
by  Frederick  Petebson,  M.D.,  Chief  of  Clinic,  Nervous  Dept.,  College 
oi"  Physicians  and  Surgeons,  New  York,  With  1 20  colored  figures  on  56 
plates,  and  193  beautiful  half-tone  illustrations.  Cloth,  $3.50  net. 
**  Hofniann'-i  'Alias  of  Legal  Medicine  '  is  a  uniigue  work.  This  immenu  field  finds  in  ihis 
book  a  piclorial  prE^entilioa  ihat  far  excels  anything  with  wbi<h  we  arc  familiar  in  rniy  other 
■   ■■       " ill  Mtdieal  Joarnal. 

Atlas  and  Epitome  of  Diseases  of  the  Larynx.    By  Dr.  L.  Grunwald, 

of  Munich.  Edited  by  Charles  P.  Gravson,  M,  D.,  Physician -in- Charge, 
Throat  and  No5.e  Department,  Hospital  of  ihe  University  of  Pennsylvania. 
With  107  colored  figures  on  44  plates,  35  text- illustrations,  and  103  pages 
of  text.     Cioth,  JZ.50  net. 

"  Aided  as  il  ia  by  magDilicenlly  executed  illustrations  in  color,  it  cannot  fail  of  being  of 
the  greatest  arlvanlnge  )o  E.tudents,  general  prscUtioners,  and  expert  laryngologists." — SI. 
I.fmi  Midical  and  Swgical  Joumol, 

Atlas  and  Epitome  of  Operative  Surgery.  By  Dr.  0.  Zuckerkandl, 
of  Vienna.  Edited  by  J.  Chalmers  DaCosta,  M.  D.,  Professor  of 
Practice  of  Surgery  and  Clinical  Surgery,  Jefferson  Medical  Colltge, 
Philadelphia.  With  24  colored  plates,  217  text-illustrations,  and  395 
pages  of  text.     Cloth,  {3.00  net. 

■■  We  know  of  na  other  work  thai  comtiines  such  a  wealth  of  beaulifu]  illustrations  with 
clearness  and  conciseness  of  language,  that  is  so  entirely  abreast  of  the  latest  Kchievenienls. 
iseful  both  for  the  beginner   and   for  one  who  wishes  lo  increase  his  knowledge  of 
e  surgery." — Munch/nir  meJiiiniscke  WoihiHsikrifl. 

Atlas  and  Epitome  of  Syphilis  and  the  Venereal  Diseases.     By  Prof. 
Dr.  Franz  Mracek,  of  Vienna.     Edited  by  L.  Bolton  Bangs,  M.D., 
Professor  of  Genito-Urinary  Surgery,  University  and  Bellevue  Hospital    , 
Medical  College,   New  York.     With  71  colored  plates,  16  black-and- 
white  illustrations,  and  112  pages  of  text.      Cloth,  S3-5°  "^t- 

"A  glance  ihmiigh  the  book  is  almost  like  actual  aUendance  upon  a  famous  clinic." — 
Journal  0/  Iht  Aminian  Medical  Anonilion. 

Atlas  and   Epitome  of  External  Diseases  of  the  Eye.     By  Dr.  O. 

Haab,  of  Zurich.     Edited  by  G.  E.  de  Schweinitz,  M.D.,  Professor  of 

Ophthalmology,    Jefferson    Medical    College,    Philadelphia.       With  76 

colored  illustrations  on  40  plates,  and  laS  pages  of  text.    Cloth,  tyoo  net. 

"  It  is  always  difticull  to  represent  pathulogical  appearances  in  colored  plates,  but  Ibii 

ric  seems  to  have  overcome  these  difBculIic,  and  ihe  pl.iles,  with  one  or  Iwo  cicelNiDliE, 

ai«  aibsolutcly  satisfactory."— ^ji/cm  MiJical  and  Surgicai  Journal. 

Atlas  and  Epitome  of  Skin  Diseases.     By  Prof.  Dr.  Franz  Mracek, 

of  Vienna.     Edited  by  Henrv  W.  Stelwacon,  M.D.,  Clinical  Professor 

of  Dermatology  .Jefferson  Medical  College,  Philadelphia.  With  63  colored 

plates,  39  half-toDe  illustrations,  and  zoo  pages  of  text.    Cloth,,'' 

"The  importance  of  peraonal  inspection  of  cases  in  the  study  of  culatieous  diseases  is 

readily  appreciated,  and  next  lo  the  living  subjects  are  pictures  which  will  show   ' 

itit  ibe  disease  under  consideralioa.    Allogelher  the  work  will  be  found  ol 

le  10  the  Kcneral  practitioner." — Journal  of  Ihr  Ameriian  Medical  Asttfiatitn. 


SAUNDERS'  MEDICAL  HAND-ATLASES. 

VOLUMES  JUST  ISSUED. 
Atlas  and  Epitome  of  Special  Pathological  Histology.     By  Dr.  H. 

DuRCK,  of  Munich.  Edited  by  Ludvig  Hektoen,  M.  D.,  Professor  of 
Pathology,  Rush  Medical  College,  Chicago.  In  Two  Parts.  Part  I. 
Just  RcadXy  including  the  Circulatory,  Respiratory,  and  Gastro- 
intestinal Tract,  with  120  colored  figures  on  62  plates  and  158  pages 
of  text.     Price,  J3.00  net.     Parts  sold  separately. 

Atlas  and  Epitome  of  Diseases  Caused  by  Accidents.     By  Dr.  Ed. 

GoLEBiEWSKi,  of  Berlin.  Translated  and  edited  with  additions  by 
Pearce  Bailey,  M.  D.,  Attending  Physician  to  the  Department  of  Cor- 
rections and  to  the  Almshouse  and  Incurable  Hospitals,  New  York. 
With  40  colored  plates,  143  text-illustrations,  and  600  pages  of  text. 

Atlas  and  Epitome  of  Gynecology.  By  Dr.  O.  Schaffer,  of  Heidel- 
berg. Edited  by  Richard  C.  Norris,  A.  M.,  M.  D.,  Gynecologist  to 
the  Methodist  Episcopal  and  the  Philadelphia  Hospitals ;  Surgeon-in- 
Charge  of  Preston  Retreat,  Philadelphia.  With  90  colored  plates,  65 
text-illustrations,  and  308  pages  of  text. 

IN  PRESS  FOR  EARLY  PUBLICATION. 
Atlas  and  Epitome  of  Obstetrical   Diagnosis  and  Treatment.     By 

Dr.  O.  Schaffer,  of  Heidelberg.  Edited  by  J.  Clifton  Edgar, 
M.  D.,  Professor  of  Obstretics  and  Clinical  Midwifery,  Cornell  Univer- 
sity Medical  School.  72  colored  plates,  numerous  text-illustrations, 
and  copious  text. 

Atlas  and  Epitome  of  the  Nervous  System  and  its  Diseases.     By 

Prof.  Dr.  A.  von  Strumpell,  of  Erlangen.  Edited  by  Edward  D. 
Fisher,  M.  D.,  Professor  of  Diseases  of  the  Nervous  System,  Univer- 
sity and  Bellevuc  Hospital  Medical  College,  New  York.  Zt^  plates  and 
a  copious  text. 

Atlas  and  Epitome  of  General  Pathological  Histology.  With  an 
Appendix  on  Pathohistological  Technic.  By  Dr.  H.  Durck,  of 
Munich.  Edited  by  Ludvig  Hektoen,  M.  D.,  Professor  of  Path- 
ology, Rush  Medical  College,  Chicago.  With  80  colored  plates, 
numerous  text-illustrations,  and  copious  text. 

IN  PREPARATION. 
Atlas  and  Epitome  of  Orthopedic  Surgery. 

Atlas  and  Epitome  of  Operative  Gynecology. 

Atlas  and  Epitome  of  Diseases  of  the  Ear. 

Atlas  and  Epitome  of  General  Surgery. 

Atlas  and  Epitome  of  Psychiatry. 

Atlas  and  Epitome  of  Normal  Histology. 

Atlas  and  Epitome  of  Topographical  Anatomy. 


THE  AMERICAN    TEXT-BOOK   SERIES. 

AN  AMERICAN  TEXT-BOOK  OF  APPLIED  THERAPEUTICS. 

By  43  DUiingmshed  Practitioners  and  Teachers.  Edited  Ly  James  C. 
WiLsoN,  M.D. ,  Professor  of  the  Practice  of  Medicine  and  of  Ctinlcal 
Medicine  in  the  Jefferson  Medical  College,  Philadelphia.  One  hand- 
some imperial  octavo  volume  of  1326  pages.  Illustrated.  Cloth, 
J7.00  net;  Sheep  or  Half  Morocco,  fS.oo  net.     Solii  dy  Subscripiion. 

"  As  ■  work  eilher  for  sluiiy  or  reference  it  will  be  of  great  value  lo  Ibe  proclitiorer,  •: 
It  U  viitiullf  an  eipmition  of  such  clioical  therapeutics  as  experience  has  taught  lo  be  o> 
Ifae  most  value.  Taking  il  nil  in  all,  no  recent  publication  on  therapeutics  on  be  compared 
with  this  one  in  pnurtical  value  to  the  working  physician." — Chicago  Clinieal  RrvieBi. 

<*  The  whole  iielil  of  medicine  has  been  well  covered.  The  work  is  thorouglil]'  |Mic- 
tical,  and  while  il  is  intended  for  practitioners  and  students,  it  is  a  better  book  for  (be  geoeral 
practitioner  than  for  the  student.  The  young  practitioner  especially  will  find  il  extremely 
n^gestive  and  helpful." — The  Indian  Lamcl. 

AN  AMERICAN  TEXT-BOOK  OF  THE  DISEASES  OF  CHILDREN. 
Second  Edition,  Revised. 

By  65  Eminent  Contributors.     Edited  by  Louts  Starr,  M.  D..  Con^ 
suiting  Pediatrist  to  the  Maternity  Hospital,  etc.  ;  assisted  by  Thomp- 
.   SON    S.  Westcott.    M.  D.,    Attending    Ph)'sician    lo    the    Dispensary 
for    Diseases   of  Children,    Hospital    of    the    University    ol"   Pennsyl- 
vania.     In    one    handsome    imperial    octavo    volume  of   1144    pages, 
^ profusely  illustrated.     Cloth,   ST-oo  net;    Sheep  or   Half  Morocco, 
fS.oo  net.     Sold  by  Subscription. 
"This  is  far  and  away  tlie  lie^t  lcxl-l>ook  on  children's  diseases  ever  published  ii 
Kngliib  language,  and  is  certainly  Ihe  one  which  is   best  adapted  lo  American  readers. 
We  congnlulBle  the  editor  upon  the  result  of  his  work,  and  heattily  commend  it  t 
attention  of  ever;-  stuik-nt  and  practitioner. ' ' — American  Journal  of  llic  MtJical  Scien- 

AN  AMERICAN  TEXT-BOOK  OF  DISEASES  OF  THE  EVE.  EAR, 
NOSE,  AND  THROAT. 

By  58  Prominent  Specialists.  Edited  by  G.  E.  de  Schweinitz,  M.D,, 
Professor  of  Ophthalmology  in  the  Jefferson  Medical  College,  Phila 
delphia  ;  and  B.  Alexander  Randall,  M.D.,  Professor  of  Diseases 
of  the  Ear  in  the  University  of  Pennsylvania.  Imperial  octavo,  1251 
pages  ;  766  illustrations,  59  of  thera  in  colore.  Cloth,  J7.00  net ;  Sheep 
or  Half  Morocco,  $8.00  net.     So!'/ by  Subscription. 

Illl«tnled  Catalog^ue  of  the  "Americaa  Text-Boda"  waA  free  npoa  applicatiaa. 


6       Medical  Publications  of  W.  B.  Saunders  &  Co. 

AN  AMERICAN  TEXT-BOOK  OF  GENITO-URINARY  AND  SKIN 
^  DISEASES. 

By  47  Eminent  Specialists  and  Teachers.  Edited  by  L.  Boltoh 
Bangs,  M.  D.,  Professor  of  Genito- Urinary  Surgery,  University  and 
Bellevue  Hospital  Medical  College,  New  York  ;  and  W.  A.  Hard- 
AWAY,  M.  D.,  Professor  of  Diseases  of  the  Skin,  Missouri  Medical 
College.  Imperial  octavo  volume  of  1229  pages,  with  300  engravings 
and  20  full-page  colored  plates.  Cloth,  $7.00  net;  Sheep  or  Half 
Morocco,  J8.00  net.     Sold  by  Subscription. 

"This  volume  is  one  of  the  best  yet  issued  of  the  publisher's  series  of*  American  Text- 
Books.*  The  list  of  contributors  represents  an  extraordinary  array  of  talent  and  extended 
experience.  The  book  will  easily  lake  the  place  in  comprehensiveness  and  value  of  the 
half  dozen  or  more  costly  works  on  these  subjects  which  have  heretofore  been  necessary  to 
a  well-equipped  library." — Nnu  York  Polyclinic. 

AN  AMERICAN  TEXT-BOOK  OF  GYNECOLOGY,  MEDICAL  AND 
SURGICAL.    Second  Edition,  Revised. 

By  10  of  the  Leading  Gynecologists  of  America.  Edited  by  J.  M. 
Baldy,  M.  D.,  Professor  of  Gynecology  in  the  Philadelphia  Polyclinic, 
etc.  Handsome  imperial  octavo  volume  of  718  pages,  with  341  illus- 
trations in  the  text,  and  38  colored  and  half-tone  plates.  Cloth,  $6.00 
net ;  Sheep  or  Half  Morocco,  J 7. 00  net.     Sold  by  Subscription, 

"  It  is  practical  from  beginning  to  end.  Its  descriptions  of  conditions,  its  recommen- 
dations  for  treatment,  and  above  all  the  necessary  technique  of  different  operations,  are 
clearly  and  admirably  presented.  .  .  .  It  is  well  up  to  the  most  advanced  views  of  the 
day,  and  embodies  all  the  essential  points  of  advanced  American  gynecology.  It  is  destined 
to  make  and  hold  a  place  in  gynecological  literature  which  will  be  peculiarly  its  own.**— 
Medical  Record ^  New  York. 

AN  AMERICAN  TEXT-BOOK  OF  LEGAL  MEDICINE  AND  TOXI- 
COLOGY. 

Edited  by  Frederick  Peterson,  M.D.,  Clinical  Professor  of  Mental 
Diseases  in  the  Woman's  Medical  College,  New  York;  Chief  of  Clinic, 
Nervous  Department,  College  of  Physicians  and'  Surgeons,  New  York  ; 
and  Walter  S.  Haines,  M.D.,  Professor  of  Chemistry,  Pharmacy, 
and  Toxicology  in  Rush  Medical  College,  Chicago.    In  Preparation. 

AN  AMERICAN  TEXT-BOOK  OF  OBSTETRICS. 

By  15  Eminent  American  Obstetricians.  Edited  by  Richard  C.  Nor- 
Ris,  M.  D.;  Art  Editor,  Robert  L.  Dickinson,  M.D.     One  handsome 

iinperial  octavo  volume  of  1014  pages,  with  nearly  900  beautiful  colored 
and  half-tone  illustrations.  C^loth,  §7.00  net;  Sheep  or  Half  Morocco, 
J8.00  net.     Sold  by  Subscription. 

**  Permit  me  to  say  that  your  American  Text-Book  of  Obstetrics  is  the  most  magnificent 
medical  work  that  I  have  ever  seen.  I  congratulate  you  and  thank  you  for  this  superb  work, 
which  alone  is  sutficient  to  place  you  first  in  the  ranks  of  medical  publishers." — Alf.xander 
J.  C.  Skenk,  Professor  of  Gynecology  in  the  Long  Island  College  Hospital ^  Brooklyn^  N.  Y. 

*'  This  is  the  most  sumptuously  illustrated  work  on  midwifery  that  has  yet  appeared.  Id 
the  number,  the  excellence,  and  the  beauty  of  pro<hiction  of  the  illustrations  it  far  surpasses 
every  other  book  ujx)n  the  subject.  This  feature  alone  makes  it  a  work  which  no  medical 
library  sliould  omit  to  purchase." — British  Medical  Journal. 

**  A*  an  authority,  as  a  book  of  reference,  as  a  *  working  book  '  for  the  student  or  prac- 
titioner, we  commend  it  because  we  l>elieve  there  is  no  better." — American  Journal  of  the 
Af'dical  Sciences. 
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AN  AMERICAN  TEXT-BOOK  OF  PATHOLOGY. 

Edited  by  Luovtc  Hektoen,  M.  D..  Professor  of  General  Pathology 
and  of  Morbid  Anatomy  in  the  Univereity  of  Pennsylvania ;  and 
David  Rif.sman.  M.  D,,  Demonstrator  of  I'athological  Histology  in 
the  University  of  Pennsylvania.     //;  preparation. 

AN  AMERICAN  TEXT-BOOK  OF  PHYSIOLOGY. 

By  lo  of  the  Leading  Physioiogists  of  America.  Edited  by  William 
H.  Howell,  Ph.D.,  M.D,,  Professor  of  Physiology  in  the  Johns  Hop- 
kins University,  Baltimore,  Md.  Setond  edition,  revised  and  enlarged, 
in  two  volumes. 

**  We  can  commenil  il  mo:>[  heattJIf,  not  only  to  all  students  of  physiology,  bat  to  ever; 
pkyiidan  and  psthologbt,  as  a  vnlualilc  and  comprehensive  work  of  reference,  written  by 
iDeii  who  are  01  eminent  aulhorily  in  Cbclr  own  special  subjecls. " — London  LaiutI, 

"To  the  praclilioner  of  medicine  und  lo  the  advanced  student  tliis  volume  conslilntes, 
we  lielieve,  llie  best  exposition  of  tlie  present  sinlus  of  the  science  of  physiology  in  ttle 
'Ext\^\Al\a.asalisii."—AmtricaaJaumaio/lArM€U,ialSiimei. 

AN  AMERICAN  TEXT-BOOK  OF   SURGERY.    Third  Edition. 

By  II  Eminent  Professors  of  Surgery.     Edited  by  William  W.  Keen, 

M.D.,  LL.D.,  and  J.  William  White,  M.D  ,  Ph.D.      Handsome  im- 

pterial  octavo  volume  of  1330  pages,  with  496  wood-cuts  in  the  text, 

and  ^,^  colored  and  half-tone  plates.     Thoroughly  revised  and  enlarged, 

with  a  section  devoted  to  "  The  Use  of  the  Ronlgen  Rays  in  Surgery." 

Cloth,  S7.00  net ;  Sheep  or  Half  Morocco,  J8.00  net. 

•'Personally,  I  should  not  mind  II  being  called  THEText-Book  (instead  of  A  Text. 

Book),  for  I  know  of  no  single  volume  whicb  contains  «o  readable  and  complete  an  account 

of  Ibe  science  and  art  of  Suigery  u  this  does."— Edmund  Owen,  F.K.C.S.,  Mtmbtrtf 

tht  Board  ef  Eiaminm  ofthi  Royai  Colligi  of  Surgeon',  England. 

"  If  Ihis  text-book  is  a  fair  reflex  of  the  present  portion  of  American  surgery,  we  imiM 
admit  it  is  of  a  very  high  orilcr  of  merit,  and  (hnl  English  surgeons  will  have  to  look  veij 
ctrefblij  10  their  laurels  if  ihey  ate  lo  preserve  a  position  in  the  van  of  iurgical  practice." — 
Landon  L.mcil. 

AN  AMERICAN  TEXT-BOOK  OF  THE  THEORY  AND  PRACTICE 
OF  MEDICINE. 

By  12  Distinguished  American  Practitioners.  Edited  by  William 
Pepper,  M.D.,  LL.D.,  Professor  of  the  Theory  ard  Practice  of  Medi- 
cine and  of  Clinical  Medicine  in  ihe  University  of  Pennsylvania,  Two 
handsome  imperial  octavo  volumes  of  about  1000  pages  each.  Illus* 
tiated.  Prices  per  volume:  Cloth,  ^5. 00  net ;  Sheep  or  Half  Morocco, 
J6.00  net.  Sold  by  Subscription. 
"  I  am  quite  sure  it  will  commend  itself  both  to  praclltioners  and  stadents  of  inedicinB, 
•nd  become  one  of  our  most  popular  lext-tiooks. " — AURED  Loomis,  M.D.,  LL.D.,  /r»- 
fiaor  ef  I'aliwiBsy  and  Pradice  of  MedUinr.  University  oj  Ihi  CUy  ef  Nne  York. 

"  We  reviewed  the  first  volume  of  this  work,  and  said  :  *  It  is  undoubtedly  one  of  the 
beat  leit-books  oo  ibe  practice  of  medicine  which  we  possess.'  A  consideration  i^f  the 
second  and  last  volume  leads  us  lo  modify  that  verdict  and  to  say  that  the  completed  work 
U  in  our  opinion  ihi  b(Uol\a  kindil  has  erer  been  our  fortune  to  see." — Nm  York  Mtdiimi 
Jottmal. 
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AN  AMERICAN  YEAR-BOOK  OP  MEDICINE  AND  SURGERY. 

A  Yearly  Digest  of  Scientific  Progress  and  Authoritative  Opinion  in  all 
branches  of  Medicine  and  Surgery,  drawn  from  journals,  monographs, 
and  text-books  of  the  leading  American  and  Foreign  authors  and 
investigators.  Arranged  with  critical  editorial  comments,  by  eminent 
American  specialists,  under  the  general  editorial  charge  of  George  M. 
Gould,  M.D.  Volumes  for  1896,  '97,  '98,  and  '99.  One  imperial 
octavo  volume  of  about  1200  pages.  Cloth,  J6.50  net ;  Half  Morocco, 
$7.50  net.  Year-Book  of  1900  in  two  volumes — Vol.  I.,  including 
General  Medicine;  Vol.  II.,  General  Surgery,  Prices  per  volume: 
Cloth,  $3.00  net;  Half  Morocco,  $3.75  net.     Sold  by  Subscription. 

"  It  is  difficult  lo  know  which  to  admire  most — the  research  and  industry  of  the  distin- 
guished band  of  experts  whom  Dr.  Gould  has  enlisted  in  the  service  of  the  Year-Book,  or  the 
wealth  and  abundance  of  the  contributions  to  every  department  of  science  that  have  been 
deemed  worthy  of  analysis.  ...  It  is  much  more  than  a  mere  compilation  of  abstracts,  for, 
as  each  section  is  entrusted  to  experienced  and  able  contributors,  the  reader  has  the  advant- 
age of  certain  critical  commentaries  and  ex(x>sitions  .  .  .  proceeding  from  writers  fully 
qualified  to  perform  these  tasks.  ...  It  is  emphatically  a  book  which  should  find  a  place  in 
every  medical  libraiy,  and  is  in  several  respects  more  nseful  than  the  famous  *  Jahrbiicher  * 
of  Germany." — London  Lancet. 

ABBOTT  ON  TRANSMISSIBLE  DISEASES. 

The  Hygiene  of  Transmissible  Diseases ;  their  Causation, 
Modes  of   Dissemination,  and  Methods  of  Prevention.     By  A. 

C.  Abbott,  M.D.,  Professor  of  Hygiene  and  Bacteriology,  University 
of  Pennsylvania ;  Director  of  the  Laboratory  of  Hygiene.  Octavo 
volume  of  311  pages,  containing  a  number  of  charts  and  maps,  and 
numerous  illustrations.     Cloth,  |2.oo  net. 

THE  AMERICAN  POCKET  MEDICAL  DICTIONARY. 

[See  Dorland's  Pocket  Dictionary y  page  12.] 

ANDERS'  PRACTICE  OF  MEDICINE.     Third  Revised  Edition. 

A  Text-Book  of  the  Practice  of  Medicine.  By  James  M.  Anders, 
M.D.,  Ph.D.,  LL.D. ,  Professor  of  the  Practice  of  Medicine  and  of 
Clinical  Medicine,  Medico- Chirurgical  College,  Philadelphia.  In  one 
handsome  octavo  volume  of  1292  pages,  fully  illustrated.  Cloth, 
J5.50  net;  Sheep  or  Half  Morocco,  $6.50  net. 

**  It  is  an  excellent  book, — concise,  comprehensive,  thorough,  and  up  to  date.  It  is  a 
credit  to  you  ;  but,  more  than  that,  it  is  a  credit  to  the  profession  of  Philadelphia — to  us." 
Hmes  C.  Wilson,  Professor  0/  the  Practice  of  Medicine  and  Clinical  Medicine^  Jefferson 
A/edical  College^  Philadelphia. 

ASHTON'S  OBSTETRICS.     Fourth  Edition,  Revised. 

Essentials  of  Obstetrics.  By  W.  Easterly  Ashton,  M.D.,  Pro- 
fessor of  Gynecology  in  the  Medico-Chirurgical  College,  Philadelphia. 
Crown  octavo,  252  pages;  75  illustrations.  Cloth,  $1.00  net;  inter- 
leaved for  notes,  $1.25  net. 

[See  Saunders*  Question- Compends^  page  23.] 

**  Eml>odies  the  whole  subject  in  a  nut-shell.     We  cordially  recommend  it  to  our  read 
ers." — Chicago  Medical  l^imes. 
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BALL'S  BACTERIOLOGY.     Third  Edition,  Revised. 

Essentials  of  Bacteriology;  a  Concise  and  Systematic  Inlrocuction 
to  the  Study  of  Micro-organisms.  By  M.  V.  Ball,  M.D.,  Bacteriol- 
ogist to  St.  Agnes'  HospiUl,  Philadelphia,  etc.  Crown  ocWvo,  ai8 
pages;  8i  illustrations,  some  in  colors,  and  5  plates.  Ciolh,  |i.oo; 
interleaved  for  notes,  S1.25. 

[See  Saunders'  Question- Compends,  page  23.] 

"TTic  gtudetit  or  practitioner  c»n  rcHdily  obtnin  aknoTrlecigeof  the  subject  from  a  perusd 
ol  this  book.      The  illustnitlons  arc  clear  and  silisfaclory."— iWirrfifa/  Fccord,  New  Yorlt- 

BASTIN'S  BOTANY. 

Lalroratory  Exercises  in  Botany.     Bv  Edwn  S.  Bastin,  M.A., 

lati;  I'rof.  of  Materia  Medita  and  Botany,  Philadelphia  College  of  Phar- 

niauy.     Octavo  volume  of  536  pages,  with  87  plates.    Cloth,  32. 00  net. 

"  It  is  nnqueslioaably  the  best  text-iiook  on  the  subject  lh«l  hss  Yet  appeared.     The 

work  it  eminentij  a  practical  one.      We  ret>ard  (he  JMUiuicc  o(  this  book  as  an  important 

«*cnt  in  the  history  of  pharmaceutical  leaching  in  ibis  country,  nnd  predict  fur  it  an  unquAli- 

ficd  success."— >*/»Pi«i  Rffcrl  la  Ihi  Philadelphia  Callrgi  of  Pharmacy. 

BECK  ON  FRACTURES. 

Fractures.  By  Carl  Reck,  M.D,,  Surgeon  to  St.  Mark's  HospiLil 
and  the  New  York  Gcmiaa  I'oliklinik,  etc.  225  [lages,  170  illustralione. 
Cloth,  J3.S0  net, 

BECK'S  SURGICAL  ASEPSIS. 

A  Manual  of  Surgical  Asepsis.     By  Carl  Beck,  M.D.,  Surgeon  to 

St.  Mark's  Hospital  and  the  New  York  German  PolikJinik,  etc.  306 
pages;  65  text-illustrations,  and  iz  full-page  plates.    Cloth,  igi.25  net. 

"  An  eiccUent  exposition  of  the  ■  very  latest '  in  the  Irralment  of  wounds  as  practised 
bj'  leadiDg  Oemian  and  American  surgeons." — Birmingham  (l^ng.J  Mtditat  KtvioB. 

"  This  little  volume  cao  be  recommended  10  any  who  are  desirous  or  lemming  the  delsiU 
of  aielHis  in  surgery,  for  it  will  serve  as  a  irualwoithy  guide."— Z-phi/uh  Lamrt. 

BOISLINIERE'S  OBSTETRIC  ACCIDENTS.  EMERGENCIES.  AND 
OPERATIONS. 
Obstetric  Accidents,  Emergencies,  and  Operations.     By  L.  Ch. 

BoisLiNiF.RE,  M.D.,  late  Eiiierittis  Professor  of  Oltttetrics,  St.  Louis 
Medical  College.     381  pages,  handsomely  illustrated.    Cloth,  ja.oo  net. 


way."—  ¥aU  Hlflical Jour,u,l. 

BROCKWAY'S  MEDICAL  PHYSICS.     Second  Edition,  Revised. 
Essentials  of  Medical  Physics.     By  Tred  J.  Brockwav,  M.D,, 

Assistant  Demonstrator  of  Anatomy  in  the  College  of  Physicians  and 
Surgeons,  New  York.  Crown  oi:tavo,  330  pages ;  155  fine  illustrations. 
Cloth,  Ji.oo  net ;   interleaved  for  notes,  J1.25  net. 

[See  Saunders'  Question-Compends,  page   23.] 
"We  know  of  no  m.inual  that  affords  the  medical  sli 
lat  are  requisite  in  a  course  in  medicine.' 
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BUTLER'S  MATERIA  MEDICA,  THERAPEUTICS,  AND  PHAR- 
MACOLOGY. Third  Edition,  Revised. 
A  Text-Book  of  Materia  Medica,  Tfierapeutics,  and  Pharma- 
cology. By  George  F.  Butler,  Ph.G.,  M.D.,  Professor  of  Materia 
Medica  and  of  Clinical  Medicine  in  the  College  of  Physicians  and 
Surgeons,  Chicago;  Professor  of  Materia  Medica  and  Therapeutics, 
Northwestern  University,  Woman's  Medical  School,  etc.  Octavo,  874 
pages,  illustrated.     Cloth,  J4.00  net;    Sheep,  J5.00  net. 

'*  Taken  as  a  whole,  the  book  may  fairly  be  considered  as  one  of  the  most  satisfactofy 
of  any  single-volume  works  on  materia  medica  in  the  market." — -Journal  of  ike  American 
•  Medical  Association. 

CERNA  ON  THE  NEWER  REMEDIES.     Second  Edition,  Revised. 

Notes  on  the  Newer  Remedies,  tfieir  Therapeutic  Applications 
and  Modes  of  Administration.  By  David  Cerna,  M.D.,  Ph.D., 
formerly  Demonstrator  of  and  Lecturer  on  Experimental  Therapeutics 
in  the  University  of  Pennsylvania ;  Demonstrator  of  Physiology  in  the 
Medical  Department  of  the  University  of  Texas.  Rewritten  and 
greatly  enlarged.     Post-octavo,  253  pages.     Cloth,  ^i. 00  net. 

•*  The  appearance  of  this  new  edition  of  Dr.  Cema's  very  valuable  work  shows  that  it 
is  properly  appreciated.  The  book  ought  to  be  in  the  possession  of  every  practising  physi- 
cian."— New  York  Medical  Journal. 

CHAPIN  ON  INSANITY. 

A  Compendium  of  Insanity.  By  John  B.  Chapin,  M.D.,  LL.D., 
Physicianin-Chief,  Pennsylvania  Hospital  for  the  Insane ;  late  Physi- 
cian-Superintendent of  the  Willard  State  Hospital,  New  York;  Hon- 
orary Member  of  the  Medico-Psychological  Society  of  Great  Britain, 
of  the  Society  of  Mental  Medicine  of  Belgium.  i2mo,  234  pages, 
illustrated.     Cloth,  $1.25  net. 

•♦  The  practical  parts  of  Dr.  Chapin's  hook  are  what  constitute  its  distinctive  merit.  We 
desire  especially  to  call  attention  to  the  fact  that  on  the  subject  of  theraj^utics  of  insanity 
the  work  is  exceedinj^ly  valuable.  It  is  not  a  made  book,  but  a  j^enuine  condensed  thesis, 
which  has  all  the  value  of  ripe  opinion  and  all  the  charm  of  a  vigorous  and  natural  style." — 
Philadelphia  Medical  Journal. 

CHAPMAN'S   MEDICAL   JURISPRUDENCE    AND   TOXICOLOGY. 
Second  Edition,  Revised. 

Medical  Jurisprudence  and  Toxicology.     By  Henry  C.  Chapman, 

M.D.,  Professor  of  Institutes  of  Medicine  and  Medical  Jurisprudence 
in  the  Jefferson  Medical  College  of  Philadelphia.  254  pages,  with  55 
illustrations  and  3  full-page  plates  in  colors.     Cloth,  $1.50  net. 

"The  best  book  of  its  class  for  the  undergraduate  that  we  know  of." — New  York 
Medical  Times. 

CHURCH  AND  PETERSON'S  NERVOUS  AND  MENTAL  DISEASES. 
Second  Edition. 
Nervous  and  Mental  Diseases.     By  Archibald  Church,  M.  D., 

Professor  of  Clinical  Neurology,  Mental  Diseases,  and  Medical  Juris- 
pnukMice  in  the  Northwestern  I'nivorsity  Medical  School,  Chicago  ; 
and  Frkdkrick.  Pktkrson,  M.  1).,  Clinical  Professor  of  Mental  Dis- 
eases, Woman's  Medical  College,  N.  V.  ;  Chief  of  Clinic,  Nervous 
Dept.,  College  of  Physicians  and  Surgeons,  N.  Y.  Handsome  octavo 
volume  of  843  pages,  profusely  illustrated.  Cloth,  S5.00  net;  Half 
Morocco,  $6.00  net. 
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CLARKSON'S  HISTOLOOV. 

A  Text-Book    of    Histology.    Descriptive  and    Practical.      By 

Arthur  Clarkson,  M.B.,  CM.  Edin.,  formerly  Demonstrator  of 
Physiology  in  the  Owen's  College,  Manchester;  late  Demonstrator  of 
Physiology  in  Yorkshire  College,  Leeds.  Large  octavo,  554  pages; 
33  engravings  in  the  text,  and  174  beautifully  colored  original  illustra- 
tions.     Cloth,  strongly  bound,  J4.00  net. 

"  The  work  must  be  conaidered  b  valqable  »ddilion  to  (he  list  of  available  te»t  booki, 
■nd  ii  to  be  highly  racoinniEnded." — Ntia  York  Midital  Joumal. 

"  This  a  one  of  the  best  works  for  students  we  bavc  ever  noticed.  We  predict  thai  the 
book  will  nlmin  a  well-deservcd  popularity  among  our  sludeii Is."— CfiVoi-o  J/fJ'iVo/  Kciordtr, 

CLIMATOLOQY. 

Transactions  of  the  Eighth  Annual  Meeting  of  the  American 
Climatological  Association,  held  in  Wasliington,  September  22-35, 
189 1.  Torminga  handsome  octavo  volume  of  176  pages,  uniform  with 
remainder  of  series.      (A  limited  quantity  only.)     Cloth,  Ji-so. 

COHEN  AND  ESHNER'S  DIAGNOSIS.     Second  Edition,  Revised. 

Essentials  of  Diagnosis.  Uy  Solo-mon  Solis-Cohen,  M.D.,  Pro- 
fessor of  Clinical  Medicine  and  Applied  Therapeutics  in  the  Philadel- 
phia Polyclinic  ;  and  AuiiusTUn  K,  Eshner,  M.D.,  Professor  of  Clinical 
Medicine  in  the  Philadelphia  Polyclinic.  Post-octavo,  417  pages;  S5 
illustrations.     Cloth,  ;gi.oo  net.  ' 

[See  Saumhrs'  Questton-Compendi,  page  23.] 

"We  can  henrljly  commend  the  liook  lo  all  those  who  contemplate  purchasing  a  'com- 
pend,'  It  is  modem  and  complete,  and  will  give  more  salislacLion  than  many  oLher  works 
wbicb  are  perhaps  too  prolix  as  well  as  behind  the  times." — Mtdkal  Reirirui,  Si.  1-ouis. 

CORWIN'S  PHYSICAL  DIAGNOSIS.     Third  Edition.  Revised. 

Essentials  of  Physical  Diagnosis  of   the  Thorax.     By  Arthur 

M.  CoRwiv,  A.M.,  M.D.,  Demonsiratorof  Physical  Diagnosis  in  Rush 
Medical  College,  Chicago  ;  Attending  Physician  to  Central  Free  Dis- 
pensary, Department  of  Rhinology,  Laryngology,  and  Diseases  of  the 
Chest,  Chicago.  219  pages,  illustrated.  Cloth,  flexible  covers,  Ji.3S  net. 
"  It  U  excellent.     The  student  who  shall  t 


\o.."~Fhila.Mp)iia  Petyclim 

>rk.     It  brighteiw  ihe  memory  of  the  differenUol  diagnostic 

— Journal  of  Nervous  and  Alenlal  Distaiis. 


knowledge  of  the  su 

"A  most  excellent  little 

■Jnu,  and  it  arranges  ordcrli 

auadon  of  a  cateliil  diagnobis 

CRAQIN'S  GYN/ECOLOGV.     Fourth  Edition,  Revised. 

Essentials  of  Gynecology.  By  Edwin  B.  Cragin,  M.  D..  Lecturer 
in  Obstetrics,  College  of  Physicians  and  Surgeons,  New  York.  Crown 
octavo,  ^00  Images ;  62  illust rations,  Cloth,  51.00  net ;  inierleaved  for 
notes,  Si.js  nei. 

[See  Saunders'  Qutstign-Cotitpends,  page  33.] 
•■  A  handy  volume,  aiid  a  distinct  imimivemeni  on  sludeois'  compcnds  in  general.     No 

valhw  who  was  not  himEielf  a  practical  gynecologist  rould  have  ci 

M  thoroughly  ai  Ur.  Cragjn  has  done."— -l/n/tVa/  Rtiord,  Nc    ' 
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CROOKSHANK'S  BACTERIOLOGY.     Fourth  Edition,  Revised. 

A  Text-Book  of  Bacteriolos^y.  By  Edgar  M.  Crookshank,  M.B., 
Professor  of  Comparative  Pathology  and  Bacteriology,  King's  College, 
London.  Octavo  volume  of  700  pages,  with  273  engravings  and  22 
original  colored  plates.     Cloth,  J6.50  net;  Half  Morocco,  J7.50  net. 

•*  To  the  student  who  wishes  to  obtain  a  good  rhumi  of  what  has  been  done  in  bacteri- 
ology, or  who  wishes  an  accurate  account  of  the  various  methods  of  research,  the  book  may 
be  recommended  with  confidence  that  he  will  find  there  what  he  requires." — London  Lancet, 

Da  COSTA'S  SURGERY.   Second  Ed.,  Revised  and  Greatly  Enlars:ed. 

Modern  Surgery,  General  and  Operative.  By  John  Chalmers 
DaCosta,  M.  D.,  Professor  of  Practice  of  Surgery  and  Clinical  Surgery, 
Jefferson  Medical  College,  Philadelphia ;  Surgeon  to  the  Philadelphia 
Hospital,  etc.  Handsome  octavo  volume  of  911  pages,  profusely  illus- 
trated.    Cloth,  J4.00  net;  Half  Morocco,  $5.00  net. 

"We  know  of  no  small  work  on  surgery  in  the  English  language  which  so  well  fulfils 
the  requirements  of  the  modem  student." — Medico- Chirurgicai  Journal,  Bristol,  England. 

DE  SCHWEINITZ  ON  DISEASES  OF  THE  EYE.      Third  Edition, 
Revised. 

Diseases  of  the  Eye.    A  Handbook  of  Ophthalmic  Practice. 

By  G.  E.  DE  ScHWEiNiTZ,  M.D.,  Professor  of  Ophthalmology  in  the 
Jefferson  Medical  College,  Philadelphia,  etc.  Handsome  royal  octavo 
volume  of  696  pages,  with  256  fine  illustrations  and  2  chromo-litho- 
graphic  plates.     Cloth,  J4.00  net ;  Sheep  or  Half  Morocco,  ^5.00  net. 

"  A  clearly  written,  comprehensive  manual.  One  which  we  can  commend  to  students 
as  a  reliable  text-book,  written  with  an  evident  knowledge  of  the  wants  of  those  entering 
upon  the  study  of  this  s|x:cial  branch  of  medical  science." — British  Medical  Journal. 

**  A  work  that  will  meet  the  requirements  not  only  of  the  specialist,  but  of  the  general 
practitioner  in  a  rare  degree.  I  am  satisfied  that  unusual  success  awaits  it." — William 
Pepper,  M.I).,  Professor  of  /lie  Theory  and  Practice  of  Medicine  and  Clinical  Medicine ^ 
University  of  Pennsylvania. 

DORLAND'S  DICTIONARY.     Third  Edition,  Revised. 

The  American  Pocket  Medical  Dictionary.  Containing  the  Pro- 
niinc  iation  and  Definition  of  all  the  i)rincipal  words  and  phrases,  and  a 
large  niinil)er  of  useful  tables.  Edited  by  W.  A.  Newman  Dorland, 
M.  D. ,  Assistant  Demonstrator  of  Obstetrics,  University  of  Pennsylvania; 
Fellow  of  the  American  Academy  of  Medicine.  518  pages  ;  handsomely 
bound  in  full  leather,  limp,  with  gilt  edges  and  j)atent  index.  Price, 
$1.00  net;   with  thumb  index,  ;^i.25  net. 

DORLAND'S  OBSTETRICS. 

A  Manual  of  Obstetrics.  By  W.  A.  Newman  Dorland,  M.D., 
Assistant  Demonstrator  of  Obstetrics,  University  of  Pennsylvania; 
Instructor  in  Gynecology  in  the  Philadelphia  Polyclinic.  760  pages; 
163  illustrations  in  the  text,  and  6  full-page  plates.     Cloth,  $2.50  net. 

**  By  far  the  best  book  on  this  subject  that  has  ever  come  to  our  notice." — American 
Medical  Rci'ie^u. 

*•  It  has  rarely  been  our  duty  to  review  a  book  which  has  given  us  more  pleasure  in  its 
perusal  and  more  satisfaction  in  its  criticism.  It  is  a  veritable  encyclopedia  of  knowledge, 
a  gold  mine  of  practical,  concise  thoughts." — American  Medico-Surgical  Bulletin, 


PROTHINGHAMS  GUIDE  FOR  THE  BACTERIOLOGIST. 

Laboratory  Guide  (or  the  Bacteriologist.     By  Langdom  Froth. 

iNiJHAM,   M.D.V.,  Assistant  in  Bacteriology  and  Veterinary  Science, 

Sheffield  Scientilic  School,  Yale  University.     Illustrated.    Cloth,  75  cts, 

"  I;  is  »  convenient  and  useful  lillle  work,  and  will  more  than  repay  the  outlay  tieces- 

aaij  for  its  purchoK  in  Ihe  saving  of  time  which  would  otherwise  be  consumed  io  looking 

■p  Ihe  Tsrious  points  of  technique  so  clearly  and  concisely  laid  down  in  its  pages."-  Aiiiri- 

eon  /IfeiiUo-Sar^isal  Bullttin. 

QARRIQUES'  DISEASES  OF  WOMEN.    Third  Edition.  Revised. 
Diseases  of  Women.     By  Hejjbv  J.  Garrigues,  A.M.,  M.D.,  Pro- 
fessor of  Gynecology  in  the  New  York  School  of  Clinical   Medicine; 
Gynecologist  to  St.  Mark's  Hospital  and  to  the  German  Disjiensary, 
New  York  City,  etc.      Handsome  octavo  volutne  of  783  pages,  illus- 
trated   by   367  engravings   and    colored    plates.     Cloth,    J4.00    net; 
Sheep  or  Half  Morocco,  $5.00  net. 
"  One  of  the  tiest  tecl-books  for  students  and  practitioners  which  has  been  published  in 
the  English  lanifim^e  ;  it  is  condensed,  clear,  and  comprehensive.     The  profouud  leuming 
mod  great  clinical  evperlence  of  the  dislitiguished  aulhor  lind  expression  in  this  Uiok  in  a 
Dtoot  atlniclive  and  inslruclive  fonn.      Voung  prnctilionera  Id  whom  experienced  cciisuUsnts 
may  not  be  available  will    lind  in  this  liooK  invaluable  counsel  and  help," — Thad.  A. 
RSAHV,  M.D.,  LUD.,  Profttsor  of  ainicol  Gynecology,  Medital  Collegt  of  Ohio. 

OLEASON'S  DISEASES  OF  THE  EAR.  Second  Edition,  Revised. 
Essentials  of  Diseases  of  the  Ear.  liy  £.  K.  Gleason',  S.B., 
M.D.,  Clinical  Professor  of  Otology,  Medico-Chirurgical  College, 
Philadeliihia  ;  Surgeon-iu-Charce  of  the  Nose,  Throat,  and  Ear  Depart- 
ment of  the  Norihern  Dispensary,  Philadelphia,  jofi  pages,  with  114 
iilustratiotis.  Cloth,  si.oo  net;  interleaved  for  noti^,  1^1.25  net. 
[See  Saumlers'  Question- Compends,  page  23.] 

"  It  is  jitsl  the  book  lo  put  into  the  bands  of  a  student,  and  cannot  fail  lo  give  him  a 
luelnl  inlroduclion  to  ear-affecllons  ;  while  the  style  of  question  and  answer  which  is  ailopted 
ihroDghoul  the  Ixiok  is,  we  tielieve,  the  best  method  of  impressing  facts  pcnnanenll)'  on  the 
■nind." — Lhjtrpool  Midito-Ckirurgical Jourtuil. 

COULD  AND  PVLES  CURIOSITIES  OF  MEDICINE. 

Anomalies  and  Curiosities  of  Medicine.  Bv  George:  M.  Guuld, 
M.D.,  and  Walter  L.  Pvle,  M.D.  An  encyclopedic  collection  of 
rare  and  extraordinary  cases  and  of  the  most  striking  instances  of 
abnormality  in  all  branches  of  Medicine  and  Surgery,  derived  from  an 
exhaustive  research  of  medical  literature  from  its  origin  to  the  present 
day,  abstracted,  classified,  annotated,  and  indexed.  Handsome  im- 
perial octavo  volume  of  968  pages,  with  295  engravings  in  the  text, 
and  \2  full-page  pl.ntes. 

POPULAR   EDITION  ;  Cloth.  S3.00  not;  HtOf  HoltMCO,  84.D0  not. 

"One  of  the  most  valuable  conttibations  ever  made  to  medical  litcralure,     I>  is,  so  far 

M  we  know,  absolutely  unique,  and  evciy  page  is  as  fascioatiog  as  a  novel.     Not  alone  for 

Ae  medical  profession  has  (his  volume  value:  it  will  serve  as  a  Ixwk  of  reference  for  all  who 

■n  inleicStEd  in  general  scientilic,  sociologic,  or  medico- legal  topics." — Sroeilyn  Mtdital 

"This  is  crrtninly  n  most  remarkable  and  interesting  volume.    It  «tiad«  alone  amonc 

medical  literature,  an  anomaly  on  anomalies.  In  that  there  \i  --'■^'— — ■^--' ■- —    ■- 

medical  literature.     It  is  a  book  full  of  revelations  from  its  fii     

almost  horrify  its  readers." — Amtritan  . 
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ORAFSTROM'S  MECHANO-THERAPY. 

A  Text-Book  of  Mechano-Therapy  (Massage  and  Medical  Gym- 
nastics). By  Axel  V.  Grafstrom,  B.  Sc,  M.  D.,  late  Lieutenant  in 
the  Royal  Swedish  Army ;  late  House  Physician  City  Hospital,  Black- 
well's  Island,  New  York.    i2mo,  139  pages,  illustrated.   Cloth,  Jti.oo  net. 

QRIFFITH  ON  THE  BABY.     Second  Edition,  Revised. 

Tlie  Care  of  tlie  Baby.  By  J.  P.  Crozer  Griffith,  M.D.,  Clini- 
cal Professor  of  Diseases  of  Children,  University  of  Pennsylvania; 
Physician  to  the  Children's  Hospital,  Philadelphia,  etc.  i2nio,  404 
pages,  with  67  illustrations  in  the  text,  and  5  plates.     Cloth,  $1.50  net. 

**  The  best  book  for  the  use  of  the  young  mother  with  which  we  are  acquainted.  .  .  . 
There  are  very  few  general  practitioners  who  could  not  read  the  book  through  with  advan- 
tage."— Archives  of  Pediatrics, 

**The  whole  book  is  characterized  by  rare  good  sense,  and  is  evidently  written  by  a 
master  hand.  It  can  be  read  with  benefit  not  only  by  mothers  but  by  medical  students  and 
by  any  practitioners  who  have  not  had  large  opportunities  for  observing  children." — Ameri- 
can Journal  of  Obstetrics. 

GRIFFITH'S  WEIGHT  CHART. 

Infant's  Weight  Chart.  Designed  by  J.  P.  Crozer  Griffith,  M.  D.  , 
Clinical  Professor  of  Diseases  of  Children  in  the  University  of  Penn- 
sylvania, etc.     25  charts  in  each  pad.     Per  pad,  50  cents  net. 

GROSS.  SAMUEL  D.,  AUTOBIOGRAPHY  OF. 

Autobiography  of  Samuel  D.  Gross,  M.  D.,  Emeritus  Professor  of 
Surgery  in  the  Jefferson  Medical  College,  Philadelphia,  with  Remi- 
niscences of  His  Times  and  Contemporaries.  Edited  by  his  Sons, 
Samuel  W.  Gross,  M.D.,  LL.D.,  and  A.  Haller  Gross,  A.M.  Pre- 
ceded by  a  Memoir  of  Dr.  Gross,  by  the  late  Austin  Flint,  M.D. 
Two  handsome  volumes,  over  400  pages  each,  demy  octavo,  gilt  toi)5. 
with  Frontispiece  on  steel.      Price  per  volume,  $2.50  net. 

HAMPTON'S  NURSING.     Second  Edition,  Revised  and  Enlarged. 
Nursing:  Its  Principles  and  Practice.     By  Isabel  Adams  Kamp 
TON,  Graduate  of  the  New  York  Training  School  for  Nurses  attached 
to  Bellevue  Hospital  ;   late  Superintendent  of  Nurses  and  Principal  of 
the  Training  School  for  Nurses,  Johns  Hopkins  Hospital,  Baltimore, 
Md.     12  mo,  512  pages,  illustrated.     Cloth,  $2.00  net. 

"  Seldom  have  we  perused  a  lx)ok  upon  the  subject  thai  has  given  us  so  much  pleasure 
as  the  one  bef<ire  us.  We  would  strongly  urge  M\Xin  the  members  of  our  own  profession  the 
need  of  a  U>o\<  like  this,  iov  it  will  enable  each  of  us  to  become  a  training  school  in  him- 
^If." — Ontario  Medical  Journal. 

HARE'S  PHYSIOLOQY.  Fourth  Edition,  Revised. 

Essentials  of  Pliysiology.  By  H.  A.  Hake,  M.D.,  Professor  of 
Therapeutics  and  Materia  Medica  in  the  Jefferson  Medical  College  of 
Philadelphia.  Crown  octavo,  239  pages.  Cloth,  ^1.00  net;  inter- 
leaved for  notes,  $1.25   net. 

[See  Saunders'   Question- Compcnds,  page  23.] 

-The  best  condensation  of  physiological  knowledge  we  have  yet  seen."— JA-d'iVai 
Record,  New  \ork. 
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HARTS  DIET  IN  SICKNESS  AND  IN  HEALTH. 

Diet  In  Sickness  and  in  Health.     By  Mrs.  Ernest  Hart,  formerly 

Student  of  the  Faculty  of  Medicine  of  Paris  and  of  the  Lotidon  School 
of  Medicine  for  Women  ;  with  an  Introduction  by  Sir  Henry 
Thompson,  F.R.C.S.,  M.D.,  London.  220  pages.  Cloth,  It.fonei. 
'■  \Vc  recommeod  il  cotdislly  to  the  altention  of  all  practilioneri ;  both  to  them  ind  to 
Iheii  patients  it  mn)-  be  of  the  greatest  service." — AVai  Veri  Mfdica! Joamal. 

HAYNES'  ANATOMY. 

A  Manual  of  Anatomy.     By  Irving  S.  Havnes,  M.D.,  Adjunct 

Professor  of  Anatomy  and  Demonstrator  of  .Anatomy,  Medical  Depart- 
ment of  llie  New  York  University,  etc.  680  pages,  illustrated  with  41 
diagrams  in  the  text,  and  134  full-page  half-tone  illustraiions  from 
original  photographs  of  the  aiithor's  dissections.      Cloth,  ^2.50  net. 

*'This  tK>ok  is  the  work  of  a  practical  [nstruclor — one  who  knows  by  experience  the 
requirements  of  the  average  sludenl,  and  is  able  to  meet  these  requirements  in  a  very  lallt- 
factory  way.     The  book  ia  one  that  can  be  commended." — Afeduai  Record,  New  York. 

HEISLER'S  EMBRYOLOGY. 

A  Text-Book  of  Embryology.     By  John  C.  Heisler,  M.D.,  Pro- 

fes-sorof  .Anatomy  in  the  Medico-Chirnrgical  College,  Philadelphia.  Oc- 
tavo volume  of  405  pages,  handsomely  illustrated.    Cloth,  $2.50  net. 

HIRST'S  OBSTETRICS.  Second  Edition. 

A  Text-Book   of  Obstetrics.     By  Barton   Cooke   Hirst.  M.  D., 

Professor  of  Olistelrics  in  the  University  of  Pennsylvania.  Handsome 
octavo  volume  of  84S  |>ages,  with  61S  illustrations,  and  7  colored 
plates.     Clolh,  J5.00  net;  Sheep  or  Half  Morocco,  %(i.nt3  net. 

"Tbe  illustrations  are  numerous  and  are  works  of  art,  many  of  them  appearing  for  the 
first  lime.  The  .irrangcmeiu  of  the  subject -mailer,  the  fuol-iioles,  and  index  nie  beyond 
erilicism.  As  s  true  model  of  whai  a  modem  lexl-book  on  olatelrici  should  be,  w.e  feel 
jttslified  in  affirming  Ihat  Dr.  Hirst's  book  is  without  a  rival."— .V™  York  Mfdiea!  flrcord. 

HYDE  AND  MONTGOMERY  ON  SYPHILIS  AND  THE  VENEREAL 
DISEASES.     Second  Edition,  Revised  and  Enlarged. 

Syphilis  and  the  Venereal    Diseases.     By  Umf->   Nkvins  Hyde, 

M.  D. .  Profes.sor  of  Skin  and  Venereal  Diseases,  and  Fran*;  H.  Mont- 
(X)MERv,  M.  D.,  LectiLrer  on  Dermatology  and  Genito- Urinary  Diseases 
in  Rush  Medical  College,  Chicago,  111.  Octavo,  nearly  600  pages,  with 
14  beautiful  lithographic  pbtes  and  numerous  illustrations. 

"  We  can  commend  this  manual  to  the  student  as  a  help  ta  him  in  his  study  of  Tenereal 
i^l^ltt."^Lhicrpoot  MfdUa-Chirurgiial  Jmirnal. 

"Tbe  best  student's  manual  which  has  appealed  un  the  subject." — St.  Louis  MniicaJ 
mud  Smrtieal  Journal. 

INTERNATIONAL  TEXT-BOOK   OF    SURGERY.     In  two  volumes. 

By  .\nierican  and  British  authors.  p:dited  by  J.  Collins  Warren, 
M.D.,  LL.D.,  Professor  of  Surgery,  Harvard  Medical  School,  Boston; 
and  A.  Pearce  Gom.n,  M.S.,  F.R.C.S.,  Lecturer  on  Practical  Sur- 
ger>-  and  Teacher  of  Operative  Surgery,  Middlesex  Hospital  Medical  j 
School.  London,  Eng.  Vol.1.  General  Surp^an^mJSaj^^mt  octaxo,  \ 
947  pages,  with  45S  heautiful  illustrations  aodi^^^^HBAiS  plates. 
Vol.  II.  Sfiea'a/ or  Jiff^'onal  Surgfn,'. —Ha.a^  i  pages. 

with  471  beautiful  illustrations  and  8  lithograp  -s  [)er 

volume:   Cloth,  J5. 00  net;  Half  Morocco,  jSi^ 
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JACKSON'S  DISEASES  OF  THE  EYE. 

A  Manual  of  Diseases  of  the  Eye.  By  Edward  Jackson,  A.M., 
M.D.,  sometime  Professor  of  Diseases  of  the  Eye  in  the  Philadelphia 
Polyclinic  and  College  for  Graduates  in  Medicine.  i2mo  volume  of 
535  P^g^s,  with  178  beautiful  illustrations,  mostly  from  drawings  by  the 
author.     Cloth,  $2.50  net. 

JACKSON  AND  GLEASON'S  DISEASES  OF  THE  EYE,  NOSE.  AND 
THROAT.     Second  Edition,  Revised. 

Essentials  of  Refraction  and  Diseases  of  the  Eye.  By  Edward 
Jackson,  A.M.,  M.D.,  Professor  of  Diseases  of  the  Eye  in  the  Phila- 
delphia Polyclinic  and  College  for  Graduates  in  Medicine  ;  and — 

Essentials  of  Diseases  of  the  Nose  and  Throat.  By  E.  Bald- 
win Gleason,  M.D.,  Surgeon- in-Charge  of  the  Nose,  Throat,  and 
Ear  Department  of  the  Northern  Dispensary  of  Philadelphia.  Two 
volumes  in  one.  Crown  octavo,  290  pages;  124  illustrations.  Cloth, 
J  1. 00  net ;  interleaved  for  notes,  51.25  net. 

[See  Saunders*  Question-CompendSy  page  22.] 

•*  Of  great  value  to  the  beginner  in  these  branches.  The  authors  are  both  capable  men, 
and  know  what  a  student  most  needs." — Medical  Record ^  New  York. 

KEATINQ'S  DICTIONARY.    Second  Edition,  Revised. 

A  New  Pronouncing  Dictionary  of  Medicine,  with  Phonetic 
Pronunciation,  Accentuation,  Etymolos^y,  etc.  Bv  John  M. 
Keating,  M.D.,  LL.D.,  Fellow  of  the  College  of  Physicians  of  Phila- 
delphia, and  Henry  Hamilton  ;  with  the  collaboration  of  J.  Chal- 
mers DaCosta,  M.D.,  and  Frederick  A.  Packard,  M.D.  With  an 
Appendix  containi  g  Tables  of  Bacilli,  Micrococci,  Leucomaines, 
Ptomaines,  etc.  One  volume  of  over  800  pages.  Prices,  with  Ready- 
Reference  Index:  Cloth,  J5.00  net;  Sheep  or  Half  Morocco,  J6.00 
net.  Without  Patent  Index :  Cloth,  $4.00  net ;  Sheep  or  Half  Morocco, 
$5.00  net. 

"I  am  much  pleased  with  Keatinj^'s  Dictionary,  and  shall  take  pleasure  in  recommend- 
ing it  to  my  classes." — Hf.nry  M.  Lyman,  M.  D.,  Professor  of  the  Principles  and  Practice 
rf  MedicinCy  Ki::>h  Medical  CollcgCy  Chicago^  III. 

KEATING'S   LIFE   INSURANCE. 

How  to  Examine  for  Life  Insurance.  By  John  M.  Keating, 
M.  D.,  Fellow  of  the  College  of  Physicians  of  Philadelphia;  Vice- 
President  of  the  American  Paediatric  Society;  Ex- President  of  the 
Association  of  Life  Insurance  Medical  Directors.  Royal  octavo,  211 
pages  ;  with  two  large  half-tone  illustrations,  and  a  plate  prepared  by 
Dr.  McClellan  from  special  dissections ;  also,  numerous  other  illustra- 
tions.    Cloth,  ;j2.oo  net. 

KEEN'S  OPERATION  BLANK.     Second  Edition,  Revised  Form. 

An  Operation  Bt«nlc,  with  Lists  of  Instruments,  etc.,  Required 
in  Various  Operations.  Prepared  by  W.  W.  Keen,  M.D.,  LL.D., 
Professor  of  the  Principles  of  Surgery  in  Jefferson  Medical  College, 
Philadelphia.     Price  per  pad,  blanks  for  fifty  operations,  50  cents  net. 
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KEEN  ON  THE  SURQERV  OF  TYPHOID  FEVER. 

The  Surgical  Complications  and  Sequels  of  Typhoid    Fever. 

By  Wm.  W.  Keen,  M.D..  LL.D.,  Professor  of  the  Prititiples  of  Sur- 
gery and  of  Clinical  Surgery,  Jefferson  Medical  College,  Philadelphia; 
Corresponding  Member  of  the  Soci^tfe  de  Chinirgie,  Paris ;  Honorary 
Memljer  of  the  Soci^l6  Bel^re  de  Chirurgie,  etc.  Octavo  volume  o( 
3Sti  pages,  illustrated.      Cloth,  $3.00  net. 

"  This  h  probably  Ihe  first  and  only  work  in  ihe  English  language  that  gives  Iht  reader 
1  clear  view  of  what  lyphold  (ever  really  i^.  and  nhial  il  doc;  iuhI  cim  do  to  Ihc  human 
I  iganisni.     ThU  book  should   he  m  Ihe  possession  of  every  ratdicnl   man  in  America." — 


KYLE  ON  THE  NOSE  AND  THROAT. 

Diseases  of  the  Nose  and  Throat.  By  D.  Braden  Kyle,  M.D., 
Clinical  Professor  of  Laryngology  and  Rh'inology,  Jefferson  Medical 
College,  Philadelphia;  Consulting  l-aryngologist,  Rhinoiogist,  and 
Otologist,  St.  .Agnes'  Hospital.  Flandsoroe  octavo  volume  of  about 
630  pages,  with  over  150  illustrations  and  6  lithographic  plates.  Price, 
Cloth,  114.00  net;    Half  Morocco,  S5.00  net. 

LAINE'S  TEMPERATURE  CHART. 

Temperature  Chart.    Prepared  by  D.  T.  Lain^,  M.D.    Size  8  x  ijj^ 

inches.  A  cuiueni^ntly  arranged  Chart  for  recording  Temperature, 
with  columns  for  daily  amounts  of  Urinary  and  Feral  Excretions, 
Food,  Remarks,  etc.  On  the  back  of  each  chart  is  given  in  full  the 
method  of  Brand  in  the  treatment  of  Typhoid  Fever.  Price,  per  pad 
of  ^5  charts,  50  cents  net. 

"To  ihe  liusy  praclitioner  ihis  ch.in  will  be  fomi'l  cf  greai   value  in  fever  cases,  and 
taptdtXly  for  cases  of  lyphoiil.'* — /nJiiiii  Laniet,  Calcutla. 

LEW  AND  KLEMPERER'S  CLINICAL  BACTERIOLOQY. 

The  Elements  of  Clinical  Bacteriology.  By  Dr.  Eknst  Lew,  Profes- 
sor iu  the  L'niversityof  Strassburg,and  FklixKle.mpeber,  Privaldocent 
in  Ihe  Universitv  of  Strassburg.  Translated  and  edited  by  .\ugustus 
A.  KsHSER,  M.b.,  Professor  of  Clinical  Medicine  in  the  Philadelphia 
Polyclinic.     Octavo,  440  pages,  fully  illustrated.     Cloth,  (i-so  net. 

LOCKWOOD'S  PRACTICE  OF  MEDICINE. 

A  Manual  of  the  Practice  of  Medicine.    By  George  Roe  Lock- 

WOOD,  M.D..  Professor  of  Practice  in  the  Woman's  Medical  College 
of  the  New  York  Infirmary,  etc.  935  jjages,  with  75  illustrations  in 
the  text,  and  21  full-|)age  plates.      Cloth,  $2.50  net. 

in  the  most  elaborate  works." — 3las$aehusitts  Medical  Jimmal. 

LONO'S  SYLLABUS  OF  GYNECOLOGY. 

A  Syllabus  of  Gynecology,  arranged  in  Conformity  with  •■  An 
American  Text-Book  of  Gynecology."     By  J.   W.    lA)Nr..  M.D., 
Professor  of  Diseases  of  Women  and  Children,   Medical  Coliegi 
Virginia,  etc.      Cloth,  interleaved,  f  i.oo  net. 

"The  book  is  certainly  an  admirabl 
nnctitioner  should  kaow,  nnd  will  prove 
Toxl-Book  of  Gynecology,'  [ml  to  olljeti 
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MACDONALD'S  SURGICAL  DIAGNOSIS  AND  TREATMENT. 

Surfi^ical  Diafi^nosls  and  Treatment.  By  J.  W.  Macdonald,  M.D. 
Edin.,  F.R.C.S.,  Edin.,  Professor  of  the  Practice  of  Surgery  and  of 
Clinical  Surgery  in  Hamline  University ;  Visiting  Surgeon  to  St. 
Barnabas'  Hospital,  Minneapolis,  etc.  Handsome  octavo  volume  of 
800  pages,  profusely  illustrated.  Cloth,  J5.00  net;  Half  Morocco, 
00  net. 


"  A  thorough  and  complete  work  on  surgical  diagnosis  and  treatment,  free  from  pad- 
ding, full  of  valuable  material,  and  in  accord  with  the  surgical  teaching  of  the  day.  ' — The 
Medical  News^  Nrw  York. 

**  The  work  is  brimful  of  just  the  kind  of  "practical  information  that  is  useful  alike  to 
students  and  practitioners.  It  is  a  pleasure  to  commend  the  bock  because  of  its  intrinsic 
▼aluo  to  the  medical  practitioner." — Cincinnati  Lancet-Clinic 

MALLORY  AND  WRIGHT'S  PATHOLOGICAL  TECHNIQUE. 

Patholos^ical  Technique.  A  Practical  Manual  for  Laboratory  Woik 
in  Pathology,  Bacteriology,  and  Morbid  Anatomy,  with  chapters  on 
Post-Morteni  Technique  and  the  Performance  of  Autopsies.  By  Frank 
B.  Mallory,  A.m.,  M.D.,  Assistant  Professor  of  Pathology,  Harvard 
University  Medical  School,  Boston;  and  James  H.  Wright,  A.M., 
M.D.,' Instructor  in  Pathology,  Harvard  University  Medical  School, 
Boston.  Octavo  volume  of  396  pages,  handsomely  illustrati^ul.  Cloth, 
{2.50  net. 

"  I  have  been  looking  forward  to  the  publication  of  this  book,  and  I  am  giM  to  say  that 
I  find  it  to  be  a  most  useful  laboratory  and  post-mortem  guide,  full  of  practical  information, 
and  well  up  to  date." — William  H.  Welch,  Professor  of  Pathology^  Johns  flopkins  Uni- 
versity ^  Baltimore^  Md. 

MARTIN'S  MINOR   SURGERY,  BANDAGING,    AND    VEiNEREAL 
DISEASES.     Second  Edition,  Revised. 

Essentials  of  Minor  Surgery,  Bandaging,  and  Venv^real 
Diseases.  By  Edward  Martin,  A.M.,  M.D.,  Clinical  Professcr  of 
Genito-Urinary  Diseases,  University  of  Pennsylvania,  etc.  Cniwn 
octavo,  166  i>ages,  with  78  illustrations.  Cloth,  ^i.oo  net;  interleaved 
for  notts,  $1.25  net. 

[See  Saunders'  Question- Co??ipends,  page  23.] 

"A  very  practical  and  systematic  study  of  the  su])ject$,  and  shows  the  author's  famil- 
iarity with  the  needs  of  students." — Therapeutic  Gazette. 

MARTIN'S  SURGERY.     Seventh  Edition.  Revised. 

Essentials  of  Surgery.  Containing  also  Venereal  Diseases,  Surgi- 
cal Landmarks,  Minor  and  Operative  Surgery,  and  a  complete  de- 
scription, with  illustrations,  of  the  Handkerchief  and  Roller  Bandages. 
By  Edward  Martin,  A.M.,  M.D.,  Clinical  Professor  of  Genito- 
Urinary  Diseases,  University  oi  Pennsylvania,  etc.  Crown  octavo.  342 
pages,  illustrated.  With  an  Appendix  on  the  preparation  of  the  materials 
used  in  Antiseptic  Surgery,  etc.,  and  a  chapter  on  Appendicitis.  Cloth, 
^i.oo  net  ;   interleaved  for  notes,  i^i.25  net 

[See  Saunders'  Question-  CotnpendSy  page  23.] 

"Contains  all  necessary  essentials  of  modern  surgery  in  a  comparatively  small  space. 
Its  style  is  interesting,  and  its  illustrations  are  admirable." — Medical  and  Surgical Peporter, 
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McFARLAND'S  PATHOGENIC  BACTERIA.  Second  EdlUon,  Re- 
vised and  Greatly  Enlarged. 
Text-Book  upon  the  Pathogenic  Bacteria.  By  Joseph  McFar- 
i.ANfi,  M.  L)..  Proicssor  of  Palliology  and  Bacleriology  in  the  Mcdico- 
Chinirgical  College  of  Philaiielphia,  etc.  Octavo  volume  of  497  pages, 
finely  illustrated.  Cloth,  52.50  net. 
"  Dr.  McFarlaad  has  treated  the  subject  in  >  sysletnolic  manner,  and  has  succeeded  in 

ptCietltillg  in  n  concise  and  readable  form  the  essentials  of  bacleriolo^  up  1o  dale.      .\lto. 

Ijetlier,  the  book  is  a  utisraclory  one,  and  I  shall  take  pleasute  in  recomtnending  il  to  lbs 

■tDdenIs  of  Trioii)'  CoHrgr."— H.  B.  Anderson,  M.D.,  Praffsior  of  Patkelegy  ami  Sat- 

ttriolsgy.  Trinity  Mtdiail  Colttge,  ToroiilQ. 

MEIGS  ON  FEEDING  IN  INFANCY. 

Feeding  in  Early  Infancy.     By  Arthur  V.  Meigs,  M.D.     Bound 
in  limp  cloih,  flush  edges,  25  cents  net. 


■■  This  pamphlet 
cxperimenia  and  cunc 
Mct/imi  Bullttta. 


original,  and  h: 


MOORE'S  ORTHOPEDIC  SURGERY. 

A  Manual  of  Orthopedic  Surgery,  By  James  E.  Moore.  M.D., 
Professor  of  Orthopedics  and  Adjunct  Professor  of  Clinical  Surgery, 
University  of  Minnesota,  College  of  Medicine  and  Surgery.  Octavo 
volume  of  356  pages,  handsomely  illustrated.      Cloth,  $2.50  net. 

"AmoslaltractLvework.  The  i 
Mthe  wants  of  the  general  practitioni 
Mtditat  Rtcordfr. 

"A  »ery  demonslralire  work,  e?ery  illus-tration  of  which  conveys  a  lesson.  The  work  it 
K  tBOSi  excellcnl  and  commendable  one,  which  we  can  ctnainly  endone  wilh  pleosuce." — 
St.  Ltuu  Mlilital  and  Surgical  J..umal. 

MORRIS'S   MATERIA   MEDICA   AND  THERAPEUTICS.        Fifth 

Edition,  Revised. 
Essentials  of  Materia  Medica,  Therapeutics,  and  Prescription- 
Writing.  By  Henrv  Morrfs,  M.D.,  late  Demonstrator  of  Thera- 
peutics, Jefferson  Medical  College,  Philadelphia;  Fellow  of  iheCollcBC 
of  Physicians,  Philadelphia,  etc.  Crown  octavo,  a88  pages.  Cloth, 
{1. 00  net ;  interleaved  for  notes,  f  1.25  net. 

[See  Saunders'  Queslitm-Compends,  page  22.] 
•This  work,  alreaily  excellent  in  the  old  edition,  has  been  largely  improved  by  reri. 
." — AntrriciiH  Pratlilioner  and  A'ews. 

MORRIS,  WOLFF,  AND  POWELL'S   PRACTICE  OF  MEDICINE. 

Third  Edition,  Revised. 
Essentials  of  the  Practice  of  Medicine.  By  Hevrv  Morris,  M.  D., 
late  Demonstrator  of  Thera]>euiics.  Jefferson  Medical  College,  Phila- 
delphia; with  an  Appendix  on  the  Clinical  and  Microscopic  Examina- 
tion of  Urine,  by  LjtWRENCE  Wolff,  M.D,,  Demonstrator  of  Chemistry, 
Jefferson  Medical  College.  Philadelphia.  Enlarged  by  some  300  essen- 
tial formulpe  collected  and  arranged  by  William  M.  Powell,  M.tt 
Post-cKtavo,  4S8  pages.      Cloth,  ^Ji-So  net. 

[See  Sauniiirs'  Question- Cotttpemis,  page  • 
"  The  leaching  is  sound ,  the  preseninlion  grapbic  ;  matler  fall 
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MORTEN'S  NURSE'S  DICTIONARY. 

Nurse's  Dictionary  of  Medical  Terms  and  Nursing  Treat- 
ment. Containing  Definitions  of  the  Princiiml  Medical  and  Nursing 
Terms  and  Abbreviations ;  of  the  Instruments,  Drugs,  Diseases,  Acci- 
dents, Treatments,  Operations,  Foods,  Appliances,  etc.  encountered 
in  the  ward  or  in  the  sick-room.  By  Honnor  Morten,  author  of 
**  How  to  Become  a  Nurse,"  etc.     i6mo,  140  pages.    Cloth,  $1.00  net. 

**  A  handy,  compact  little  volume,  containing  a  large  amount  of  general  information,  all 
of  which  is  ap-anged  in  dictionary  or  encyclopedic  form,  thus  facilitating  quick  reference. 
It  is  certainly  of  value  to  those  for  whose  use  it  is  published." — Chicago  Clinical  Revinv. 

NANCREDE'S  ANATOMY.     Sixth  Edition,  Thorous:hIy  Revised. 

Essentials  of  Anatomy,  including  the  Anatomy  of  the  Viscera. 
By  (^HARLES  r».  Nancrede,  M.D.,  LL.D.,  Professor  of  Surgery  and 
of  Clinical  Surgery  in  the  University  of  Michigan,  Ann  Arbor.  Crown 
octavo,  420  pages;  151  illustrations.  Based  upon  Grafs  Anatomy. 
Cloth,  $1.00  net ;  interleaved  for  notes,  $1.25  net. 

[See  Saunders^  Question- CompendSy  page  23.] 

"  For  self-quizzing  and  keeping  fresh  in  mind  the  knowledge  of  anatomy  gained  at 
school,  it  would  not  be  easy  to  speak  of  it  in  terms  too  favorable." — American  Practitioner, 

NANCREDE'S  ANATOMY  AND  DISSECTION.     Fourth  Edition. 

Essentials  of  Anatomy  and   Manual  of  Practical   Dissection. 

By  Charles  B.  Nancrede,  M.D.,  LL.D.,  Professor  of  Surgery  and  of 
Clinical  Surgery,  University  of  Michigan,  Ann  Arbor.  Post-octavo; 
500  pages,  with  full-page  lithographic  plates  in  colors,  and  nearly  200 
illustrations.     Extra  Cloth  (or  Oilcloth  for  dissection -room),  J2.00  net. 

**  It  may  in  many  respects  be  considered  an  epitome  of  Gray's  popular  work  on  general 
anatomy,  at  the  same  time  having  some  distinguishing  characteristics  of  its  own  to  commend 
II  The  plates  are  of  more  than  ordinary  excellence,  and  are  of  especial  value  to  students 
in  their  work  in  the  dissecting  room.'' — Journal  of  the  American  Medical  Association. 

NANCREDE'S  PRINCIPLES  OF  SURGERY. 

Lectures  on  the  Principles  of  Surgery.  By  Chas.  B.  Nancrede, 
^L1)  ,  LL.D.,  Professor  of  Surgery  and  of  Clinical  Surgery,  L^niver- 
sity  of  Michigan,  Ann  Arbor.  Octavo  volume  of  398  pages,  illustrated. 
Cloth,  :>2.5o  net. 

NORRIS'S  SYLLABUS  OF  OBSTETRICS.     Third  Edition,  Revised. 

Syllabus  of  Obstetrical  Lectures  in  the  Medical  Department 
of  the  University  of  Pennsylvania.  By  Richard  C.  Norkis, 
A.M.,  M.D.,  Demonstrator  of  Obstetrics,  Universitv  of  Pennsxlvania. 
Crown  octavo,  222  pages.      Cloth,  interleaved  for  notes,  $2.00  net. 

PENROSE'S  DISEASES  OF  WOMEN.     Third  Edition,  Revised. 

A  Text-Book  of  Diseases  of  Women.  P,y  Charles  B.  Penrose, 
^L  I).,  Ph.  1).,  Formerly  Professor  of  (iynecology  in  the  University 
of  Pennsvlvania ;  Surgeon  to  the  (iyneccin  Hospital,  Philadelphia. 
Octavo  volume  of  531  pages,  handsomely  illustrated.    Cloth,  $3-75  net. 

««  T  shall  value  very  highly  the  copy  of  Penrose's  «  Diseases  of  Women*  recdrcd. 
I  have  already  recommended  it  to  my  class  as  THE  BEST  hook." — Howard  -A..  Kelly. 
Professor  of  Gynecology  and  Obstetrics^  Johtts  Hopkins  Cmitt sify,  Baltimore^  Md. 
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Second  Edition. 
By  WiLL[AM  M.    Powell, 


POWELL'S  DISEASES  OP  CHILDREN. 
Essentials  of   Diseases  of  Children. 

M.D.,  Atlending  Plivsician  to  the  Mercer  House  for  Invalid  Wo 
at  Atbntic  City,  N.  j.  ;   late  Physician  to  the  Clinic  for  the  Diseases  of 
Children  in  the  Hospital  of  the  University  of  Pennsylvania.     Crown 
octavo,  233  pages.     Cloth,  gi.oo  net ;  interleaved  for  notes,  Ji.JS  nel. 

[See  Saufiders'  Question- Compentis,  page  ii.] 
"  CoDlains  ihe  gist  of  all   Ibe  best  trorks  in  the  depanroent  to  which  it  relates.  "— 


r  ,md  iXnvi. 


PRINGLE'S  SKIN  DISEASES  AND  SYPHILITIC  AFFECTIONS. 
Pictorial  Atlas  of  Skin  Diseases  and  Syphilitic  Affections 
(American  Edition).  Translation  from  the  French.  Edited  by 
J.  J.  Prini.;le,  M,B.,  F.R.C.P.,  Assistant  Phi'sician  to  the  Middlesex 
Hospital,  London.  Photo-lilhochroroes  from  the  famous  models  in 
the  Museum  of  the  Saint-Louis  Hospital,  Paris,  with  explanatory  wood- 
cuts and  text.  In  r3  Parts.  Price  per  Part,  S3'0.  Complete  in 
one  vohime,  Half  Morocco  binding,  J40.00  net. 

"I  alrongly  recommend  (his  Alias.  The  plates  are  c:iceedingly  well  eiecated,  and 
will  be  of  great  value  lo  all  studying  dermatology." — SxEPHtN  MalKENZIE,  M.D. 

"  Tbe  introduction  of  explanatory  voodculs  in  the  text  is  a  uovel  and  most  important 
feature  which  greaily  furthers  ihe  easier  understanding  of  Ihe  excellent  plates,  than  which 
nothing,  we  venlure  to  lay,  has  been  seen  better  in  polnl  of  correctness,  treauty,  and  general 
merit."— A'ny  York  Medical  Journal. 

PRVOR— PELVIC  INFLAMMATIONS. 

The  Treatment  of   Pelvic  Inflammations  through  the  Vagina. 

By  VV.  R.  Prvor,  M.D.,  Professor  of  Gynecology  iti  New  York  Poly- 
clinic,     lamo,  248  pages,  handsomely  illustrated.     Cloth,  Ji.oo  net. 

"This  subject,  which  has  recently  been  m>  thoroughly  canvassed  in  high  gynecological 
Cirelw,  is  made  available  in  this  volume  to  ihe  general  praclitipner  and  student.  Nothing  is 
toomiaute  for  mention  and  nothini;  is  taken  (ur  granted  ;  CDnse<|uemly  Ihe  book  if^  of  the  utmost 
Vftioe.    The  illustrations  and  the  technique  ore  beyond  criticism.'* — CAUago  M^dital  Kecordrr. 

PVE'S  BANDAGING. 

Elementary  Bandaging  and  Surgical  Dressing.  With  Direc* 
tions  concerning  the  Immediate  Treatment  of  Cases  of  Emergency. 
For  the  use  of  Dressers  and  Nurses.  By  Walter  Pye,  F.R.C.S..  late 
Surgeon  to  St.  Mary's  Hospital,  London.  Small  lanio,  with  over  80 
illustrations.     Cloth,  flexible  covers,  75  cents  net, 

"The  directions  are  clear  and  the  illustrations  are  good."— Zm</»«  Lamil. 
"The  author  wrifea  well,  ihe  digrams  are  clear,  and  The  bi>ok  itself  is  small  and  port. 
tUe,  although  the  paper  and  type  ure  good." — British  Mtdical  Journal. 

RAYMOND'S  PHYSIOLOGY. 

A  Manual  of  Physiology.     By  Joseph  H.  Raymond,  A.M.,  M.D., 

Professor  of  Physiology  and  Hygiene  and  Lecturer  on  Gynecology  in 
the  Long  Island  College  Hospital  ;  Director  of  Physiology  in  the 
Hoagland  Laboratory,  etc.  381  pages,  with  101  illustrations  in  the 
text,  and  4full-page  colored  plates.     Cloth,  gi.is  net. 

"  Eilremely  well  gotten  np,  and  iKe  illusliationi  have  hfcn  jeleclcd  vrilh  care  The 
text  il  fully  abreiit  with  modem  [ibysiology." — Bri!:ih  .\h,!:eal  Jm 
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Arranged  in  Question  and 
Answer  Form. 

■TpHE  MOST  ODMPLETE  AND  BEST 
ILLUSTRATED  SERIES  OF 

CX)MPENDS  EVER  ISSUEtt 

Now  the  Standard  Authorities  in  Medical  Literature  .... 

with  Students  and  Practitioaers  in  every  City  of  the  Uoited  States  aod  Cjan,^ 


QUESTION 
COMPENDS 


^    OVER  t75,0O0  COPIES  SOLD. 


THE  REASON  VHY. 

They  ore  I 


.niice  guard  of  "  StudeiU's  Helps"— ttat  DO  HELP.     They  ai 
lender;  in  Ihc^ir  special  line,  well  and  authoritatively  written  by  able  men,  who,  us  teneheisla, 
the  large  colleges,  know  cuaclly  «liat  is  wanted  by  a  stadent  preparing  for  his  examlDal 
The  judgment  exercised  in  the  selection  of  nulhors  is  fuliy  deioonstxated  by  their  proTess 
iiaoding.     Giosen  from  the  ranks  of  DemonslratDrs,  Quii-mastcTS,  and  Assistants,  most  of* 
them  hare  become  Professors  and  Lecturers  in  their  respective  colleges. 

Each  book  is  of  comenicnt  siie  (5x7  inches),  containing  on  an  average  250  pago^ 
profusely  illustrnted,  and  elegantly  printed  in  clear,  readable  type,  on  line  paper. 

The  entire  series,  numbering  iwenty-lhrec  volumes,  has  been  kept  thoroughly  reri 
and  enlarged  when  necessary,  many  of  the  books  being  in  their  fifth  and  sixth  editions. 

TO  SUM  UP. 

Although  there  arc  numerous  other  Quisles.  Manuals.  Aids,  etc.  in  the  market,  none 
them  approach  the  "  Blue  Series  of  Question  Compends ;"  and  the  claim   is  made  for  tlM 
following  points  of  excellence  : 

1.    Professional  distinction  and  reputation  of  salhors. 

a.    Conciseness,  clearness,  and  soundness  of  treatment. 

3.    Quality  of  illustrations,  paper,  printing,  and  binding. 
Any  d  ihtx  Compendt  will  be  nuiled  00  recdpt  of  price  (mc  not  ptfc  for 


Saunders'  Questioa-Compend  Series. 


IVioe,  Qodw  $IM  net  per  copff  tacept  when  otlieiwke  ofdend. 


**  Wbere  the  work  of  ftmspmnng  stndents'  manoaK  is  to  end  we  cunoc  say.  bat  the 
Sftimders  Series,  in  oar  opinion,  bears  off  the  palm  at  present."— A>»  >  «ri  MethcJl  R^card, 


1.  ESSENTIALS  OF  PHYSKHjOQY.    By  H.  A.  Hau,  BLD.    Fomth  ctfitiao, 

rcTised  and  enlarged. 

2.  ESSENTIALS  OF  SURGERY.     By  Edward  Martin,  M  D.    Seventh  edition, 

revised,  with  an  Appeiidix  and  a  chapter  on  Appendicitis. 

3.  ESSENTIALS  OF  ANATOMY.     By  Charixs  B.   Nancrede,  M.D.     Sixth 

edition,  thoroughly  revised  and  enlaxge<i. 

4.  ESSENTIALS  OF  MEDICAL  CHEMISTRY,  ORGANIC  AND  INORGANIC 

By  Lawrence  Wolff,  M.D.     Fifth  edition,  revised. 

5.  ESSENTIALS  OF  OBSTETRICS.    By  \V.  Easterly  Ashtox,  M.D.     Footk 

edition,  revised  and  enlarged. 

6.  ESSENTIALS  OF  PATHOLOGY  AND  MORBID  ANATOMY.    By  C  E. 

Armand  Sehple,  M.  D. 

7.  ESSENTIALS  OF  MATERIA  MEDICA,  THERAPEUTICS.  AND  PRE- 

SCRIPTION-WRITING*   By  Henry  Morris,  M.D.       Fifth  editkn,  revised. 

a,  9.   ESSENTIALS  OF  PRACTICE  OF  MEDICINE.     By  Henry  Moulb, 

M.D.  An  Appendix  on  Urln'E  Examination.  By  Lawrence  Wolft,  M.D. 
Thutl  edition,  enlarged  by  some  300  Essential  Formube,  selected  from  rminntf 
authorities,  by  \Vm.  M.  Powell,  M.D.     (Double  number,  ^1.50  net.  > 

10.  ESSENTIALS  OF  GYN/ECOLOGY.      By  Edwin  B.  Cragin,  M.D.      Fo«mh 

edition,  revised. 

11.  ESSENTIALS  OF  DISEASES  OF  THE  SKIN.    By  Henry  \V.  Stelwagon. 

M.D.     Fourth  edition,  revised  and  enlarged. 

12.  ESSENTIALS  OF  MINOR  SURGERY,  BANDAGiNG,  AND  VENEREAL 

DISEASES.     By  Edward  Martin,  M.D.    Second  ed.,  revised  and  enlarged. 

13.  ESSENTIALS  OF  LEGAL  MEDICINE,  TOXICOLOGY,  AND  HYGIENE. 

By  C.  E.  Armand  Semple,  M.D. 

H.  ESSENTIALS  OF  DISEASES  OF  THE   EYE,  NOSE,  AND  THROAT. 

By  Edward  Jackson,  M.D.,  and  E.  B.  Gleason,  M.D.     Second  ed.,  revised. 

15.  ESSENTIALS  OF  DISEASES  OF  CHILDREN.     By  Wiluam  M.  Powell, 

M.  D.     Second  edition. 

16.  ESSENTIALS  OF   EXAMINATION  OF  URINE.     By  Lawrence  Wolff. 

M.D.     Colored  **  Vogel  Scale."     (75  cents  net.) 

17.  ESSENTIALS  OF  DIAGNOSIS.    By  S.  Sous  Cohen,  M.D,  and  A.  A.  Eshker. 

M.D.     Second  e<iition,  thoroughly  rcvise<l. 

18.  ESSENTIALS  OF  PRACTICE  OF  PHARMACY.     By  Lucius  E.   Sayre. 

Second  edition,  revised  and  enlarged. 

20.  ESSENTIALS  OF  BACTERIOLOGY.     By  M.  V.  Ball,  M.D.     Third  editioo, 

revised. 

21.  ESSENTIALS  OF  NERVOUS  DISEASES  AND  INSANITY.     By  John  C 

Shaw,  M.D.     Third  edition,  revi.s<.-d. 

22.  ESSENTIALS  OF   MEDICAL  PHYSICS.      By   Fred  J.    Brockway,   M.D. 

Second  edition,  revivrd. 

23.  ESSENTIALS  OF  MEDICAL  ELECTRICITY.    By  David  D.  Stewart,  M.D., 

and  Kr>WARD  S.  Lawkamk,  M.D. 

24.  ESSENTIALS  OF  DISEASES  OF  THE   EAR.      By  E.  B.  Gleason,  M.a 

Second  edition,  revised  and  jjreally  enlarged. 
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of    Manuals  P^ctitioners. 


nr'HAT  ttiett  (lists  a  need  for  thoroughly  reliable  hand-books  on  the  leading  branchti 
of  Medicine  and  Surgery  is  a  lact  amply  demonstrated  by  the  favor  with  which 
the  SAUNDERS  NEW  SERIES  OF  MANUALS  have  been  received  by  medkil 
students  and  practitioners  and  by  the  Medical  Press.  These  manuals  are  not  merely 
condensations  from  present  literature,  but  are  ably  written  by  well-known  authon 
and  practitioners,  most  oi  them  being  teachers  in  representative  American  colleger 
Each  volume  is  concisely  and  aulborilatively  wrttten  and  exhaustive  in  detail,  without 
being  encumbered  with  the  introduction  of  "cases,"  which  so  largely  expand  the 
ordinary  teKl-book.  These  manuals  will  therefore  form  an  admirable  collection  cf 
advanced  lectures,  useful  aUke  to  the  medical  student  and  the  practitioner;  to 
latter,  too  busy  to  search  through  page  after  page  of  elaborate  treatises  for  what  he 
wantl  to  know,  they  will  prove  of  inestimable  value ;  to  tfie  former  they  will  afl 
uic  guides  to  tfie  essential  points  of  study. 

The  SAUNDERS  NEW  SERIES  OF  MANUALS  are  conceded  to  be  tupe 
to  any  nmilar  books  now  on  the  market.  No  other  manuals  afford  so  much  infor- 
mation in  such  a  concise  and  available  form.  A  liberal  expenditure  has  enabled  the 
pubUsfier  to  render  the  meclianical  portion  of  the  work  worthy  of  the  high  literaty 
ftaodard  attained  by  these  books. 

Any  of  these  Manuals  will  be  mailed  on  receipt  of  price  (ice  next  page  for  LM). 


Saunders'  New  Series  of  Manuals. 


VOLUMES   PUBLISHED. 

PflVSIOLOaV.  By  Josera  Howard  Raymond,  A.M.,  M.D-.  Professor  of  Physiologj 
and  Hygiene  and  Lecturer  on  GynecoJogy  in  Ibe  Long  Islund  College  Iluspitui ; 
Director  of  Physiolcigy  in  the  Hoagland  Laboratory,  etc.     llluslraled.     Cloth,  $1.25  oeL 

SURQERY,  Oeneral  and  Operative.— By  John  Chalmers  DaCosta,  M.  D.,  Pro- 

(esior  of  (Vactice  of  iurgery  and  Clinical  Surgery,  Jefferson  Medical  College,  PhiUdel- 
phia;  Surgeon  to  ilie  Philadelphia  Hospila],  etc.  Second  edil ion,  thoroughly  re™*"! 
and  grcailv  enbrgerf.  Ottnvo,  911  pages,  profuieiy  iUuslraled.  Clolh,  $4.00  net; 
Half  Moro'cco,  Js.oo  net. 

DOSE-BOOK   AND   MANUAL   OP    PRESCRIPTlON-WRITINa.     By  E.  Q. 

Thornton,  M.D.,  Demonstrator  of  Therapeutics,  Jetfeison  Medical  College,  Phil»- 
delphia.     lUuslrated.     Cloth,  $1.3$  net. 

SURGICAL  ASEPSIS.  By  Cakl  Beck,  M.D.,  i^ui^eon  to  St.  Mark's  Hospital  >nd 
to  the  New  York  German  Poliklbik,  etc,     lllublroted.     Clotb,  ;i.25  net. 

MEDICAL  JURISPRUDENCE.    By  Uks 

lutes  of  Medicine  and  Medical  Juiispruden 
delphin.      lllustialed.      Cloth.  (I.50  net. 

SYPHILIS  AND  THE  VENEREAL  DISEASES.  By  James  Kevins  Hyde.  M.D., 
Professor  of   Skin  and  Venereal   DUeaset.  and   FhanK   H.   MoNTr.nMEitV,   M.D., 

Leelurei  on  Utniialoiogy  and  Genito-Urinary  Diseases  in  Kuth  Medical  College, 
Chicago.     Second  edition,  Ihorouqhly  revised  and  greatly  enlarged. 

PRACTICE  OF  MEDICINE.  By  George  Roe  Lockwood,  M.D.,  Professor  of 
Practice  in  the  Woman's  Medical  College  of  the  New  York  Infirmary!  InMruclor  io 
Physicnl  Diagnosis  in  the  Me<tical  Depaitment  of  ColumblB  Coll»e,  etc  llluslrat..-d. 
Hoth.  gj-sonet 

MANUAL  OF  ANATOMY.  By  Irving  S.  Havnes,  M.D.,  Adjtmct  Profeuor  of 
Anatomy  anil  Demor.sliator  of  Anatomy,  Medical  Department  of  the  Nc*  Vmk 
Unitersity,  etc.      Beautifully  illustrated.      Cloth,  ^2.50  net. 

MANUAL  OF  OBSTETRICS.     By  W.  A.    Newman  Dorlawd,  M.D,.  Assisunt 

DemonstrAtor  of  Ohstetrics,  Unlrer^lty  of  PennaylTonia  t  Chief  of  Gynecological  Di(- 
penary,  Pennsylvania  Hospilal,  etc.     Profusely  illustrated.    Clotb,  $1.50  net. 

DISEASES  OP  WOMEN.  By  J.  Bt^ND  Sutton,  F.  R.  C.  S.,  Asustant  Surgeon  to 
Middlesex  Hospilal  and  Surgeon  to  Chelsea  Hos|iiLal,  London;  and  AttTHUR  E. 
Giles,  M.D.,  B.Sc.  Lond.,  F.R.C.S.  Edin.,  Auistant  Surgeon  to  Chelsea  Hospital, 
London,     t^lanclsomelj  illustrated.     Cloth,  fz.jo  net. 


VOLUMES  IN  PREPARATION. 

NERVOUS  DISEASES.  Hy  Charles  W.  Burr,  M.D..  Clinical  Professor  of  NerrotB 
Dlscasea,  Medico  Chirurgicol  College.  Philadelphia;  Palhulngist  to  the  OrthopKdic 
Hospital  and  luhrmary  for  Nervous    Diseases ;   Visiting  Physician  to  liie  St.   Josepb 
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SAUNDBY'S  RENAL  AND  URINARY  DISEASES. 

Lectures  on  Renal  and  Urinary  Diseases.  By  Robert  Saundby, 
M.D.  Edin.,  Fellow  of  the  Royal  College  of  Physicians,  London,  and 
of  the  Royal  Medico-Chirurgical  Society ;  Physician  to  the  General 
Hospital ;  Consulting  Physician  to  the  Eye  Hospitai  and  to  the  Hos- 
pital for  Diseases  of  Women ;  Professor  of  Medicine  in  Mason  College, 
Birmingham,  etc.  Octavo  volume  of  434  pages,  with  numerous  illus- 
trations and  4  colored  plates.     Cloth,  ^2.50  net. 

**  The  volume  makes  a  favorable  impression  at  once.  The  style  is  clear  and  succ\nct. 
We  cannot  find  any  part  of  the  subject  in  which  the  views  expressed  are  not  carefully  thought 
out  and  fortified  by  evidence  drawn  from  the  most  recent  sources.  The  book  may  be  cordially 
recommended.' ' — British  Medical  Journal, 

5AUNDERS'  MEDICAL  HAND-ATLASES- 

For  full  description  of  this  series,  with  list  of  volumes  and  prices,  see 
page  2. 

**  Lehmann  Medicinische  Handatlanten  belong  to  that  class  of  books  that  are  too  good 
to  be  appropriated  by  any  one  nation." — youmal  of  Eye,  Ear,  and  Throat  Diseases, 

"The  appearance  of  these  works  marks  a  new  era  in  illustrated  English  medical 
works." — The  Canadian  Practitioner. 

5AUNDER5'  POCKET  MEDICAL  FORMULARY.     Sixth  Edition, 

Revised. 

By  William  M.  Powell,  M.D.,  Attending  Physician  to  the  Mercer 
House  for  Invalid  Women  at  Atlantic  City,  N.  J.  Containing  1800 
formulae  selected  from  the  best-known  authorities.  With  an  Appen- 
dix containing  Posological  Table,  Formulae  and  Doses  for  Hypo- 
denuic  Medication,  Poisons  and  their  Antidotes,  Diameters  of  the 
Female  Pelvis  and  Foetal  Head,  Obstetrical  Table,  Diet  List  for  Various 
Diseases,  Materials  and  Drugs  used  in  Antiseptic  Surgery,  Treatment 
of  Asphyxia  from  Drowning,  Surgical  Remembrancer,  Tables  of 
Incompatibles,  Eruptive  Fevers,  Weights  and  Measures,  etc.  Hand- 
somely bound  in  flexible  morocco,  with  side  index,  wallet,  and  flap. 
^1.75  net. 

**  This  little  book,  that  can  be  conveniently  carried  in  the  pocket,  contains  an  immense 
amount  of  material.  It  is  very  useful,  and,  as  the  name  of  the  author  of  each  prescription 
is  given,  is  unusually  reliable." — Medical  Record,  New  York. 

SAYRE'S  PHARMACY.     Second  Edition,  Revised. 

Essentials  of  the  Practice  of  Pharmacy.  By  Lucius  E.  Sayre, 
M.D.,  Professor  of  Pharmacy  and  Materia  Medica  in  the  University  of 
Kansas.  Crown  ocliivo,  200  pages.  Cloth,  gi.oo  net;  interlcavec  for 
notes,  $1.25  net. 

[See  Saunders*  Question- Compends,  page  21.] 

•*The  topics  are  treated  in  a  simple,  practical  manner,  and  the  work  forms  a  very  iisefuJ 
student's  manual." — Boston  Medical  atui  Surgical  Jourtial. 

SCUDDER'S  FRACTURES. 

The  Treatment  of  Fractures.  By  Chas.  L.  Scudder,  M.D.,  As- 
sistant in  Clinical  and  Operative  Surgery,  Harvard  Medical  School. 
Octavo,  433  pag^*^»  ^^'ith  nearly  600  original  illustrations.  Cloth,  ^4.50 
net. 
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SEMPLE'S  LEGAL  MEDICINE,  TOXICOLOGY.  AND  HYGIENE. 

Essentials  of  Les^al  Medicine,  Toxicolos^,  and  Hys^iene.     By 

C.  E.  Armand  Semple/B.  a.,  M.  B.  Cantab.,  M.  R.  C.  P.  Lond., 
Physician  to  the  Northeastern  Hospital  for  Children,  Hackney,  etc. 
Crown  octavo,  212  pages;  130  illustrations.  Cloth,  $1.00  net;  inter- 
leaved for  notes,  $1.25  net. 

[See  Saunders^  Question- Compends^  page  21.] 

*<  No  general  practitioner  or  student  can  afford  to  be  without  this  valuable  work.  The 
subjects  are  dealt  with  by  a  masterly  hand." — Londoti  Hospital  Gazette, 

SEMPLE'S  PATHOLOGY  AND  MORBID  ANATOMY. 

Essentials   of    Patholosry   and   Morbid   Anatomy.     By  C.   E. 

Armand  Semple,  B.A.,*M.B.  Cantab.,  M.R.C.P.  Lond.,  Physician  to 
the  Northeastern  Hospital  for  Children,  Hackney,  etc.  Crown  octavo,  1 74 
pages;  illustrated.     Cloth,  $i.oo^et;  interleaved  for  notes,  $1.25  nn. 

[See  Saunders*  Question- Compends,  page  21.] 

"  Should  take  its  place  among  the  standard  volumes  on  the  bookshelf  of  both  student 
and  practitioner." — London  Hospital  Gazette. 

SENN'S  GENITO-URINARY  TUBERCULOSIS. 

Tuberculosis  of  the  Genito-Urinary  Organs,  Male  and  Female. 

By  Nicholas  Senn,  M.D.,  Ph.D.,  LL.D.,  Professor  of  the  Practice  of 
Surgery  and  of  Clinical  Surgery,  Rush  Medical  College,  Chicago. 
Handsome  octavo  volume  of  320  pages,  illustrated.     Cloth,  53.00  net. 

**  An  important  book  upon  an  important  subject,  and  written  by  a  man  of  mature  judg- 
ment and  wide  experience.  The  author  has  given  us  an  instructive  book  upon  one  of  the 
most  important  subjects  of  the  day." — Clinical  Reporter, 

**  A  work  which  adds  another  to  the  many  obligations  the  profession  owes  the  talented 
author." — Chicago  Medical  Recorder. 

SENN'S  SYLLABUS  OF  SURGERY. 

A  Syllabus  of  Lectures  on  the  Practice  of  Surgery,  arranged 
in  conformity  witli  ••  An  American  Text-Book  of  Surgery."    By 

Nicholas  Seen,  M.  D.,  Ph.D.,  Professor  of  the  Practice  of  Surgery  and 
of  Clinical  Surger}',  Rush  Medical  College,  Chicago.    Cloth,  ;>i.5o  net. 

"  This  syllabus  will  be  found  of  service  by  the  teacher  as  well  as  the  student,  the  work 
being  superbly  done.  There  is  no  praise  too  high  for  it.  No  surgeon  should  be  withoui 
it  *' — New  York  Medical  Times. 

SENN'S  TUMORS.     Second  Edition,  Revised. 

Patliology  and  Surgical  Treatment  of  Tumors.  By  N.  Senn, 
M.L),  Ph.D.,  LL.D.,  Professor  of  Surgery  and  of  Clinical  Surgery, 
Rush  Medical  College ;  Professor  of  Surgery,  Chicago  Polyclinic ; 
Attending  Surgeon  to  Presbyterian  Hospital  ;  Surgeon-in-Chief,  St. 
Joseph '  s  H  osp  i  tal ,  Ch  i cago .  Second  Edition ,  Thoron^^h/y  J^iTistui.  ( )c  - 
tavo  volume  of  718  pages,  with  478  illustrations,  including  12  full-page 
plates  in  colors.     Prices:   Cloth,  ;|s5.oo  net :  Half  Morocco,  <;6.oo  net. 

*•  The  raost  exhaustive  of  any  recent  book  in  English  on  this  subject.  It  is  well  illuft- 
Crated,  and  will  doubtless  remain  as  the  principal  monograph  on  the  subject  in  our  languagtt 
for  some  years.  The  Ixx^k  is  handsomely  illustrated  and  printed,  and  the  author  has  given  4 
notable  and  lasting  contribution  to  surgery." — Jourtgal  of  the  Amer-'-  "'  4ssoa'aticm, 
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SHAW'S  NERVOUS  DISEASES  AND  INSANITY.    Third  Edition, 
Revised. 

Essentials  of  Nervous  Diseases  and  Insanity.  By  John  C. 
Shaw,  M.D.,  Clinical  Professor  of  Diseases  of  the  Mind  and  Nervous 
System,  Long  Island  College  Hospital  Medical  School ;  Consulting 
Neurologist  to  St.  Catherine's  Hospital  and  to  the  Long  Island  College 
Hospital.  Crown  octavo,  i86  pages;  48  original  illustrations.  Cloth, 
;Si.oo  net ;  interleaved  for  notes,  Si. 25  net. 

[See  Saunders'  Question- Compendsy  page  21.] 

"Clearly  and  intelligently  written.'' — Boston  Medical  and  Surgical  Journal. 

"There  is  a  mass  of  valuable  material^ crowded  into  this  small  compass." — American 
Medico- Surgical  Bulletiti. 

STARR'S  DIETS  FOR  INFANTS  AND  CHILDREN. 

Diets  for  Infants  and  Children  in  Health  and  in  Disease.     By 

Louis  Starr,  M.D.,  Editor  of  **An  American  Text-Book  of  the 
Diseases  of  Children."  230  blanks  (pocket-book  size),  perforated 
and  neatly  bound  in  flexible  morocco.     $1.25  net. 

The  first  series  of  blanks  are  prepared  for  the  first  seven  months  of  infant  life ;  each 
blank  indicates  the  ingredients,  but  not  the  quantities,  of  the  food,  the  latter  directions  being 
left  for  the  physician.  After  the  seventh  month,  modifications  being  less  necessary,  the  diet 
lists  are  printed  in  full.     Formulae  for  the  preparation  of  diluents  and  foods  are  appended. 

STELW AGON'S  DISEASES  OF  THE  SKIN.     Fourth  Ed.,  Revised. 

Essentials  of  Diseases  of  the  Skin.  By  Henry  W.  Stelwagon, 
M.D.,  Clinical  Professor  of  Dermatology  in  the  Jefferson  Medical 
College,  Philadeli^hia;  Dermatologist  to  the  Philadelphia  Hospital; 
Physician  to  the  Skin  Department  of  the  Howard  Hospital,  etc. 
Crown  octavo,  276  pages;  88  illustrations.  Cloth,  $1.00  net;  inter- 
leaved for  notes,  §1.25  net. 

[See  Saunders''  Question- Compends,  page  21.] 

**  The  best  student's  manual  on  skin  diseases  we  have  yet  seen." — Times  and  Register, 

STENGEL'S  PATHOLOGY.      Second  Edition. 

A  Text-Book  of  Pathology.  By  Alfred  Stengel,  M.D.,  Professor 
of  Clinical  Medicine  in  the  University  of  Pennsylvania;  Physician  to 
the  Philadelphia  Hospital  ;  Physician  to  the  Children's  Hospital,  etc. 
Handsome  octavo  vohime  of  848  pages,  with  nearly  400  illustrations, 
many  of  them  in  colors.  Cloth,  $4.00  net;  Half  Morocco,  $5.00 
net. 

STEVENS'  MATERIA   MEDICA   AND   THERAPEUTICS.      Second 
Edition,  Revised. 
A  Manual  of  Materia   Medica   and  Therapeutics.      By  A.  A. 

Stevens,  A.M.,  M.D.,  Lecturer  on  Terminology  and  Instructor  in 
Physical  Diagnosis  in  the  University  of  Pennsylvania;  Professor  of 
Pathology  in  the  Woman's  Medical' College  of  Pennsylvania.  Post- 
octavo,  445  pages.     Flexible  leather,  S^.oo  net. 

"The  author  has  faithfully  presented  modern  therapeutics  in  a  comprehensive  work, 
Md,  while  intended  particularly  for  the  use  of  students,  it  will  be  found  a  reliable  guide  and 
sufficiently  comprehensive  for  the  physician  in  practice." — University  Medical  Magazine, 
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3TEVENS'  PRACTICE  OF  MEDICINE.     Fifth  Edition,  Revised. 
A  Manual  of  the  Practice  of  Medicine.     Hy  A.  A.  Stevens,  A.  M., 

M.  D.,  Lecturer  on  Terminology  and  Instructor  in  Physical  Diagnosis 
in   the    University   of    Pennsylvania;    Professor   of    Pathology  in  the 
Woman's    Medical  College  of  Pennsylvania.     Specially  intended   for 
students    preparing  for   graduation  and    hospital  examinations.     Post- 
octavo,  gig  pages;   illustrated.     Flexible  leather,  Ja.oo  net. 
"  The  frequency  ivilh  which  new  cdilions  of  this  manual  are  demanded  bespeaks  itl 
popuUrity.     It  is  an  eicelient  condciisatlun  of  ihe  essentials  ol  medical  practice  for  the 
iludcnl,  HOd  may  be  found  also  an  excellenl   reminder  for  the  busy  uhy=ieian," — BuffaU 
Mtdiial  Journal. 

STEWART'S  PHYSIOLOGY.      Third  Edition,  Revised. 

A    Manual    of    Physiology,  with    Practical    Exercises.      For 

Students  and  Practitioners.  By  G.  N,  Stewart,  M.A,,  M.D., 
D.Sc,  lately  Examiner  in  Physiology,  University  of  Aberdeen,  and 
of  the  New  Museums,  Cambridge  University  ;  Professor  of  Physiology 
in  the  Western  Reserve  University,  Cleveland,  Ohio.  Octavo  volume 
of  848  pages;  300  illustrations  in  the  text,  and  5  colored  plates. 
Cloth,  S3. 75  net. 
"  It  wil!  mslie  its  way  by  sheer  force  of  mcril,  »nd  amply  deserves  lo  do  bo,     II  is  one 

of  the  »ery  l>£Sl  English  leJit-booka  on  the  subject." — LoHdon  Laiicil. 

I  "Of  (he  many  leil-books  of  ph\*siology  puhlislied,  we  do  not   know  of  one  that  hi 

nearly  comes  up  lo  the  ideal  as  does  Fruf.  blewari  s  volume."— ^lOji  Ahdkal  Jnumal. 

STEWART  AND  LAWRANCES  MEDICAL  ELECTRICITY. 

Essentials  of  Medical  Electricity.  By  D.  D.  Stewart.  M.D., 
Demonstrator  of  Diseases  of  the  Nervous  System  and  Chief  of  the 
Neurological  Clinic  in  the  Jefferson  Medical  College;  and  E.  S. 
Lawrance,  M.D.,  Chief  of  the  Electrical  Clinic  and  Assistant  Demon- 
strator of  Diseases  of  the  Nervous  System  in  the  Jefferson  Medical 
College,  etc.  Crown  octavo,  158  pages;  65  illustrations.  Cloth, 
Ji.oo  net;  interleaved  for  notes,  S1.25  net 

[See  SaumUrs'  Question-Cotnpends,  page  zi.] 
'■  TbroughQut  the  whole  brief  space  ai  iheir  command  the  amhor?  show  a  discripiinating 

Lnuwledge  of  their  subject." — Mtdiciil  News. 

STONEY'S  NURSING.     Second  Edition,  Revised. 

Practical  Points  in  Nursing.     For  Nurses  in  Private  Practice. 

By  Emily  A.  M.  Sto\ey,  Graduate  of  the  Training -School  for  Niirst:s, 
Lawrence,  Mass.;  late  Superintendent  of  the  Training-School  for 
Nurses,  Carney  Hospital,  South  Boston,  Mass.  456  pages,  illustrated 
with  73  engravings  in  the  text,  and  8  colored  and  half-tone  plates. 
Cloth,  51,75  net. 

ire  few  hooka  intended  for  non .professional  readers  vhicb  can  be  so  cordially 

.  medical  journal  as  can  this  one." — Therapeutic  Gaxelte. 

"  This  is  a  well-wrilten,  eminently  praclicat  volume,  which  covers  ihe  entire  range  of 

prjvite  nucsrng  as  distinguished  from  hospital  nursing,  and  instructs  ibe  nuise  how  bcM  to 

neet  the  various  emeraencici  which  ntay  arise,  and  how  lo  prepare  everything  ordinarily 

needed  in  the  ill(ir«>  nf  her  patient,"' — AmiricaH  Jsumal  of  Oiittlriei  and  Dueaui  af 

••  It  )■  ■  work  ilial  ill*  pliyilcian  can  place  in  the  hands  of  his  private 
Mwiruirc  of  iMUflll  "— iMlv  Mt.fi.-9t Jtuntal. 


30      Medical  Publications  of  W.  B.  Saunders  &  Co. 


STONEVS  MATERIA  MEDICA  FOR  NURSE& 

Materia  Medica  for  Nurses.  By  Emily  A.  M.  Stoney,  Graduate  of 
the  Training-School  for  Nurses,  Lawrence,  Mass. ;  late  Superintendent 
of  the  Training-School  for  Nurses,  Carney  Hospital,  South  Boston,  Mass. 
Handsome  octavo  volume  of  306  pages.     Cloth,  $1.50  net. 

The  present  book  differs  from  other  similar  works  in  several  features,  all  of  which  are 
<ntend6d  to  render  it  more  practical  and  generally  useful.  The  general  plan  of  the  contents 
tbllows  the  lines  laid  down  in  training-schools  for  nurses,  but  the  book  contains  much  use- 
ful  matter  not  usually  included  in  works  of  this  character,  such  as  Poison-emergencies, 
Ready  Dose-list,  Weights  and  Measures,  etc.,  as  well  as  a  Glossary,  defining  all  the  terms 
used  in  Materia  Medica,  and  describing  all  the  latest  drugs  and  remedies,  which  have  been 
generally  neglected  by  other  books  of  the  kind. 

SUTTON  AND  GILES*  DISEASES  OF  WOMEN. 

Diseases  of  Women.  By  J.  Bland  Sutton,  F.R.C.S.,  Assistant 
Surgeon  to  Middlesex  Hospital,  and  Surgeon  to  Chelsea  Hospital, 
London;  and  Arthur  E.  Giles,  M.D.,  B.Sc.  Lond.,  F.R.C.S.  Edin., 
Assistant  Surgeon  to  Chelsea  Hospital,  London.  436  pages,  hand- 
somely illustrated.     Cloth,  ^2.50  net. 

"The  text  has  been  carefully  prepared.  Nothing  essential  has  been  omitted »  and  its 
teachings  are  those  recommended  by  the  leading  authorities  of  the  day.^^—youma/  0/  /A4 
American  Medical  Association, 

THOMAS'S  DIET  LISTS.     Second  Edition,  Revised. 

Diet  Lists  and  Siclc-Room  Dietary.  By  Jerome  B.  Thomas, 
M.D.,  Visiting  Physician  to  the  Home  for  Friendless  Women  and 
Children  and  to  the  Newsboys'  Home ;  Assistant  Visiting  Physician  to 
the  Kings  County  Hospital.     Cloth,  $1.25  net.     Send  for  sample  sheet. 

THORNTON'S  DOSE-BOOK  AND  PRESCRIPTION-WRITING. 

Dose-Boole  and  Manual  of  Prescription-Writing.      By  E.    Q. 

Thornton,  M.D.,  Demonstrator  of  Therapeutics,  Jefferson  Medical 
College,  Philadelphia.     334  pages,  Hlustrated.     Cloth,  J1.25  net. 

**Full  of  practical  sugj^estions ;  will  take  its  place  in  the  front  rank  of  works  of  this 
sort." — Medical  Record,  New  York. 

VAN  VALZAH  AND  NISBET'S  DISEASES  OF  THE  STOMACH. 

Diseases  of  the  Stomach.  By  William  W.  Van  Valzah,  M.D., 
Professor  of  General  Medicine  and  Diseases  of  the  Digestive  System 
and  the  Blood,  New  York  Polyclinic;  and  J.  Douglas  Nisbet,  M.D., 
Adjunct  Professor  of  General  Medicine  and  Diseases  of  the  Digestive 
System  and  the  Blood,  New  York  Polyclinic.  Octavo  volume  of  674 
pages,  illustrated.     Cloth,  §3.50  net. 

"  Its  chief  claim  lies  in  its  clearness  and  general  adaptability  to  the  practical  needs  of 
the  general  practitioner  or  student.  In  these  relations  it  is  probably  the  best  of  the  recent 
special  works  on  diseases  of  the  stomach.'' — Chicago  Clinical  Review, 

VECKI'S   SEXUAL  IMPOTENCR 

The  Pathology  and  Treatment  of  Sexual  Impotence.  By  Victor 
G.  Vecki,  M.D.  From  the  second  German  edition,  revised  and  en- 
larged.    Demi -octavo,  291  pages.     Cloth,  $2.00  net. 

The  subject  of  impotence  has  seldom  been  treated  in  this  country  in  the  truly  scientific 
fSTirit  that  it  deserves.     Dr.  Vecki's  work  has  loni^  been  favorably  known,  and  the  Gennan 
ix)ok  has  received  the  highest  consideration.     This  edition  is  more  than  a  mere  traniUttior 
k>r»  although  based  on  the  German  edition,  it  has  been  entirely  rewritten  in  Englidi. 
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VIERORDT'S  MEDICAL  DIAGNOSIS.  Fourth  Edition,  Revised. 
Medical  Diasnosis.  By  Dr.  Oswald  Vierobdi',  Professor  of  Medi- 
cine at  the  University  of  Heidelberg.  Translated,  with  additions, 
from  the  fifth  enlarged  German  edition,  with  the  author's  permission, 
by  Francis  H.  Stuart,  A.  M,,  M,  D.  Handsome  royal  octavo  volume 
of  6o_j  |>agesi  194  line  wood-cuts  in  text,  many  of  them  in  colore. 
Cloth,  $4.00  net;  Sheep  or  Half  Morocco,  Jg.oo  net. 

"  Rarely  is  a  book  publiiihed  wllb  which  ft  reviener  can  find  so  little  foult  bs  with  the 
Toluine  before  us.  Each  particular  item  io  ibe  coDsideration  of  an  organ  or  apparstiu,  which 
a  nccesi&ry  to  determine  a  diagnosis  of  any  disease  of  that  organ,  is  mentiotied ;  nolhing 
■e«mi  forgolleii.  The  chapters  on  diseases  of  the  circulatory  and  digestive  a^^oialus  and 
nervous  syslcm  are  especially  full  and  valuable.  The  reviewer  would  repeal  Ibal  (he  book  is 
one  of  [he  be.'^t — probably  /if  its/ — uhich  has  fallen  into  his  bauds." — University  Midicat 

WATSON'S  HANDBOOK  FOR  NURSES. 

A  Handbook  for  Nurses.  By  J.  K.  Watson,  M.D.,  Edin.  Ameri- 
can Edition,  under  supervision  of  .\.  A.  Stevens,  A.M.,M.D.,  Lecturer 
on  Physical  l)iagnosis.  University  of  Pennsylvania,      iimo,  41J  pages, 

73  illiisirations.     Cloth,  51,50  net. 

WARRENS  SURGICAL  PATHOLOQV.     Second  Edition. 

Surgical  Pathology  and  Therapeutics.  By  John  Collins  Warren, 
M.D.,  LL.L).,  Professor  of  Surgery,  Harvard  Medical  School.  Hand- 
some octavo,  831  pagea  ;  136  relief  and  lithographic  illustrations,  33  in 
colors;  with  an  Appendix  on  Scientific  Aid.s  to  Surgical  Diagnosis,  and 
a  series  of  articles  on  Regional  Hacieriology.  Cloth,  I5. 00  net ;  Half 
Morocco,  J6,oo  net. 

"  A  most  striking  and  very  eicellent  feature  of  ihis  book  is  its  illustrations.  Wilhoul 
exception,  from  the  point  of  accuracy  and  aniiiic  merit,  they  ore  the  best  ever  seen  in  a  work 
of  this  kind.  Many  of  ihosc  re|>rescnting  microscopic  pictures  are  so  perfect  in  their  coloring 
mud  detail  as  atmusl  to  give  the  beholder  tbe  impression  that  he  is  looking  down  the  barret 
of  ■  microscope  at  a  well-mounted  iettion."— ^h«ii^  0/  Surgery, 

WOLFF  ON  EXAMINATION  OF  URINE. 

Essentials  of  Examination  of  Urine.    By  Lawrence  Wolff,  M.D., 

Demonstrator  of  Chemistry,  Jefferson  Medical  College,  Philadelphia, 
etc.  Colored  (V'ogel)  urine  scale  and  numerous  illustrations.  "Crown 
octavo.      Cloth,  75  cents  net. 

[See  Saunders'  Question- Com/iends,  page  ai.] 

"  A  very  good  work  of  its  kind— very  well  suited  10  its  purpose. "— Timcj  and  RtgiiUr. 

WOLFF'S  MEDICAL  CHEMISTRY.     Fifth  Edition.  Revised. 

Essentials    of    Medical    Chemistry.   Organic    and    Inorganic. 

Containing  also  Questions  on  Medical  Physics,  Chemical  Physiology, 
Analytical  Processes,  Urinalysis,  and  Toxicology.  By  Lawrence 
Wolff,  M.D.,  Demonstrator  of  Chemistry,  JelTcrson  Medical  College, 
Philadelphia,  etc.  Crown  octavo,  212  pages.  Cloth,  Ji.oo  net;  inter- 
leaved lor  notes,  ^1.25  net. 

[See  Saunders'  Question-Cotipends,  page  »i.] 
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